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* Reduces bronchial spa 


*Helps thin mucus 
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:|P “+ PARKE, DAVIS & COMPANY 


Each fluidounce of AMBENYL EXPECTORANT 

contains: 

Ambodry1" hydrochloride (bromodiphen- 
hydramine hydrochloride, Parke-Davis) 24 mg. 

Benadryl" hydrochloride (diphenhydramine 


hydrochloride, Parke-Davis) ........ 56 mg. 
Dihydrocodcinone bitartrate gr. 
Ammonium chloride gr. 
Potassium guaiacolsulfonate § gr. 


Supplied: Bottles of 16 ounces and 1 gallon. 


Dosage: Every three or four hours — adults, 1 to 2 


teaspoontuls; children, to 1 teaspoonful. 


DETROIT 


32, MICHIGAN 


96959 
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* Antiallergic, antispasmodic, demuicent 
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NOW even 
cardiac patients 


may have THE FULL 


BENEFITS 


CORTICOSTEROID 


THERAPY 


DECADRON—the new and most potent of all corticosteroids, eliminated fluid 
retention in all but 0.3 percent of 1500 patientst, and induced beneficial diuresis 
in nearly all cases of pre-existing edema. 


DEXAMETHASONE 


treats more patients 
more effectively 


Therapy with DECADRON has also been 
distinguished by virtual absence of dia- 
betogenic effects and hypertension, by 
fewer and milder Cushingoid reactions, 
and by freedom from any new or “‘pecul- 
iar’ side effects. Moreover, DECADRON 
has helped restore a ‘‘natural”’ sense of 
well-being. 


tAnalysis of clinical reports. 


*DECADRON is a trademark of Merck & Co., Inc. ©1958 Merck 
& Co., Inc. 


is) my MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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If he needs nutritional support... 


he deserves 


GEVRAL 


Vitamin-Mineral Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York 


EASES MUS 

SPASM & PAIN IN 
SPRAINS, STRAINS, 
LOW BACK PAINS 


ANNOUNCING 
SCHERINGS 
NEW 


MYOGESIG’ 


CARISOPRODOL 


*MYOGESIC 
muscle _ analgesic 


4-228 relaxant 
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NeEvrVOUS 
patient 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


meprobamate (Wallace) 


i) WALLACE LABORATORIES / New Brunswick, N. J. 


CM-9470 


ke 
| } Sy 
the 
lief fast and fortabl 


new way 
to relueve pain 
and stiffness 
in muscles 


and joints 


indicated in: 


MUSCLE STIFFNESS 


LUMBOSACRAL STRAIN 


SACROILIAC STRAIN 


WHIPLASH INJURY 


BURSITIS 


SPRAINS 


TENOSYNOVITIS 


FIBROSITIS 


FIBROMYOSITIS 


LOW BACK PAIN 


DISC SYNDROME 


SPRAINED BACK 


“TIGHT NECK” 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 
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ADVERTISEMENTS 7 


@ Exhibits unusual analgesic properties, different from those 
of any other drug m Specific and superior in relief of SOMAtic pain 
@ Modifies central perception of pain without abolishing natural 


defense reflexes m Relaxes abnormal tension of skeletal muscle 


N-isopropyl-2-methyl-2-propyl-1, 3-propanediol dicarbamate 


@ More specific than salicylates @ Less drastic than steroids 


@ More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abclishing peripheral pain reflexes. SoMa is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with Soma than with previously used analgesic, sedative or relax- 


ant drugs. 
Soma also relaxes muscle hypertonia, with its stresses on related joints, 


ligaments and skeletal structures. 


acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY SAFE. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy, particularly on high dosage. 


EASY TO USE. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


supp.ieD: Bottles of 50 white coated 350 mg. tablets. 
Literature and samples on request. 


® 
WALLACE LABORATORIES, NEW BRUNSWICK. N. J. 
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i Can antacid therapy 
3 be made more effectiv. 
and more pleasan ? 


ANTACID THERAPY SINCE THE INTRODUCTION 
OF ALUMINUM HYDROXIDE IN 1929 


Each Creamalin Antacid Tablet contains 320 mg. specially processed, highly reactive, short po j- 
mer dried aluminum hydroxide gel, (stabilized with hexitol), with 75 mg. magnesium hydroxi e. 


1. Neutralizes acid faster (quicker relief) 

2. Neutralizes more acid (greater relief) 

3. Neutralizes acid longer (more lasting relief) 
4. No constipation + No acid rebound 

5. More pleasant to take 
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HO OH OH Oo 
a new high in effectiveness 
HO OH 


and palatability 


CREAMALIN NEUTRALIZES MORE ACID FASTER 


_ Quicker Relief - Greater Relief — 


o is at least 1 and averages less than 6. X is a cation. 


“late NEUTRALIZES MORE ACID LONGER 


Acid neutralization with 10 leading antacid tablets® 
320 (per gram of active ingredients) 


mi. 0.1 N HCI 
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| widely 
140 > prescribed 
120 antacid 


tablets 
G 
H 


0 MINUTES 


10 20 30 40 50 60 


Tablets were powdered and suspended In distilled water in a constant temperature 
container (37°C) equipped with mechanical stirrer and pH electrodes. Hydrochloric 
acid was added as needed to maintain pH at 3.5. Volume of acid required was 
recorded at frequent intervals for one hour. 


[ Do antacids have to taste 
like chalk? 


Duration of action at pH from 3 to 5* 
(per gram of active ingredients) 


0 10 20 30 40 50 60 
jo 
|e 
B 
E 9 
widely 
A |. prescribed 
antacid 
tablets 
G** 


*HInkel, T., Fisher, M. P. and Talnter, M. L.: A new highly reactive aluminum 
hydroxide complex for gastric hyperacidity. To be published. 
stayed below 3 


No chalky taste. New CREAMALIN tablets 
are not chalky, gritty, rough or dry. They 
are highly palatable, soft, smooth, easy to 
chew, mint flavored. 


¢ NO ACID REBOUND + NO CONSTIPATION 
¢ NO SYSTEMIC EFFECT 


Adult Dosage: Gastric hyperacidity: 2 to 4 tablets 
as necessary. Peptic ulcer or gastritis: 2 to 4 tablets 
every two to four hours. Tablets may be chewed, 
swallowed with water or milk, or allowed to dis- 
solve in the mouth. 


Supplied: Bottles of 50, 100, 200 and 1000. 


LABORATORIES + NEW YORK 18, NEW YORK 
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ADVERTISEMENTS 


New from Lederle 


a logical combination in appetite control 


with dext ph ine sulfate LEDERLE 


Vv 
meprobamate eases 
tensions of dieting. 
d-amphetamine 
depresses appetite 
and elevates mood 


¥ 


... Without 
overstimulation 


...without 
insomnia 


... without 
barbiturate hangover 


Each coated tablet (pink) contains: 
d-amphetamine sulfate . . . . 5 mg. 
meprobamate.......... 400 mg. 
Dosage: One tablet taken one-half 
to one hour before each meal. 


Gus) 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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ADVERTISEMENTS 


when upper 
respiratory congestion 


is complicated 
by bacterial invaders 


TRISULFAMINIC provides logical therapy 


* for the patient ill with congestion and infection of the upper respira- 
tory tract, as in purulent rhinitis, sinusitis, tonsillitis and otitis 
media, when caused by sulfa-susceptible bacteria ; 

* because secondary invasion by such bacteria so frequently follows 


the common cold.! 


the reasons for combining Triaminic with triple sulfas 


Triaminic and triple sulfas are not only 
pharmacologically compatible, they are a 
therapeutically logical combination for 
upper respiratory infections: Triaminic for 
effective decongestant relief from rhinitis, 
rhinorrhea and sinusitis;? triple sulfas for 
well-established antibacterial action. 


The advantages of Trisulfaminic in upper 
respiratory infections include: proved 
effectiveness; safety; economy; ease of ad- 
ministration; less likelihood of sensitivity 
reactions ;* compatibility with antibiotics 
and other antibacterial therapy. Provided 
also as Suspension for additional convenience. 


Available as TABLETS and SUSPENSION 


Each easy-to-swallow Trisulfaminic Tablet 
or 5 ml. teaspoonful of Suspension provides: 


Triaminic® 25 mg. 
(phenylpropanolamine HCl 12.5 mg. 
pheniramine maleate ......... 6.25 mg. 
pyrilamine maleate ....... seve 6.25 mg.) 


Trisulfapyrimidines, U.S.P. ..............0.5 Gm. 


TRIAMINIC WITH TRIPLE SULFAS 


Dosage: 


Adults—2 to 4 tablets or tsp. ini- 
tially, followed by 2 tablets or tsp. 
every 4 to 6 hours until the patient 
has been afebrile 3 days. Children 
8 to 12 — 2 tablets or tsp. initially, 
followed by 1 tablet or tsp. every 
6 hours. Children under 8—dosage 
according to weight. 


The palatability, convenience and effectiveness of the Suspension make it especially suitable 
for children and for those older patients who prefer liquid medication. 


References: 1. Cecil, R. L., et al.: J.A.M.A. 124:8 (Jan. 1) 1944. 2. Fabricant, N. D.: E.E.N.T. Monthly 
37:460 (July) 1958. 3. Beckman, H.: Drugs, Their Nature, Action & Use, Saunders, Philadelphia, 


1958, p. 527. 


SMITH-DORSEY .- a division of The Wander Company « Lincoln, Nebraska 
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RK Veratrite 


More than 13,000,000 prescriptions attest that 
Veratrite continues to be the antihypertensive of 
choice for the older hypertensive patient. Veratrite 
can be prescribed safely and routinely for those “ie 
who usually cannot tolerate more potent drugs. fz 


ADVERTISEMENTS 


CHOICE THERAPY 
FOR THE “OLDER™ 
PATIENT WITH MILD 
TO MODERATE 
HYPERTENSION 


Veratrite now contains cryptenamine which 
acts centrally to produce a gradual fall in blood 
pressure, yet improves circulation to vital organs, 
relieves dizziness and headache, and imparts a 
distinct sense of well-being. Furthermore, 
Veratrite achieves its effects with unusual safety 
and without annoying side effects. 

Each Veratrite tabule contains: Cryptenamine (tan- 
nates), 40 C.S.R.* Units; Sodium nitrite, 1 gr.; Pheno- 
barbital, % gr. Dosage: 1—2 tabules t.i.d., preferably 


2 hours after meals. 
*Carotid Sinus Reflex 


Mpiabep \RWIN, NEISLER& CO. + DECATUR, ILLINOIS 
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symptom comples 


Usual 2 tablets or fequiv Gm. 
tetracycline). Each TABLET contains: ACHROMYCIN® Tetra 
(125 mg.); ied mg.); caffeine (30 me 


1. Based on estimate by Van V. 
Am. 71:12 (an) 1933 


— in about one in eight cases of acute upper res 

— 

LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Is one vegetable oil 


a better 
cholesterol-depressant 
than another? 


Yes...the one the patient 
prefers for taste. 


No leading vegetable oil can claim superiority over 
Wesson in its serum cholesterol-depressant effect. As a 
diet must be eaten to be effective, the preferred appetite 
appeal of Wesson is most important. Through the years, 
Wesson has been consistently favored over the next 
selling oil, particularly for flavor (blandness), odor and 
lightness of color*. Wesson encourages the patient to 
stay on the prescribed diet. 


Quality and uniformity you can depend on. Wesson 
has a poly-unsaturated content better than 50% . Only 
the lightest cottonseed oils of the highest iodine number 
are selected for Wesson and no significant variations 
in standards are permitted in the 22 exacting specifica- 
tions required before bottling. 


Each pint of Wesson contains 437-524 Int. Units of 
Vitamin E. 


Where a poly-unsaturated oil is called for in the diet, 
Wesson satisfies the most exacting requirements (and 
the most exacting palates!). 


Wesson’‘s Important Ingredients: 


Linoleic acid glycerides 50% to 55% 
Phytosterol (predominantly beta sitosterol) 0.4% to 0.7% 


Total tocopherols 0.09% to 0.12% 


Never hydrogenated—completely salt free 


*Substantiated by sales leadership for 59 years and reconfirmed by recent 
tests against the next leading brand with brand identification removed, among 
a national probability sample. 
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Because KANTREX Injection is bactericidal 
to a wide variety of organisms, including 
many that are highly resistant to the other 
antibiotics** 10, 12, 13,17, 18,20, 21,23, 24, 25, 27, 30, 33, 35, 37 


—organisms such as Staph. aureus, 

Staph. albus, A. aerogenes, E. coli, H. 

pertussis, K. pneumoniae, Neisseria 

sp., Shigella, Salmonella and many . 
strains of B. proteus. 


Next page, please......... 


Kanamycin sulfate injection (Bristol) 
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A A very good question, but it is reassuring to note that 
in almost two years of clinical use of KANTREX for the 
treatment of infections for which it is recommended, 
the emergence of KANTREx-resistant bacterial popu- 
lations has not been a problem. 


A Indeed not. The only thing Kanrrex and neomycin 
have in common is a similar antimicrobial spectrum. 
Otherwise, they’re very different: they have different 
chemical structures; the toxicity of KANTREX is “much 
less than that of neomycin”"; and clinically, KANTREX 
Injection is practical for systemic administration rou- 
tinely, while neomycin is not. 


A Precisely. It’s true that when Kanrrex Injection is 
used, urinary casts — even slight albuminuria or micro- 
scopic hematuria — may appear, especially in poorly 
hydrated patients, but this does not reflect any pro- 
gressive damage to the kidneys. These signs promptly 
disappear on adequate hydration or termination of 
therapy. 


A Because renal impairment causes an excessive accumu- é 
lation of KANTREX in the blood and tissues, when usual = 
doses are administered. Since KANTREX Injection is ex- 
creted entirely by the kidneys, renal impairment leads 


: 


to unnecessarily high and prolonged blood levels; and 
such excessive concentrations increase the risk of oto- 
toxicity. 


Yes. A study of the few reported cases in which pa- 
tients have suffered impaired hearing will show that 
in every instance they had pre-existing or concurrent 
renal impairment, yet received usual or excessive doses 
of KANTREX Injection. Dosage recommendations for 
KANTREX Injection emphasize that in patients with 
renal dysfunction, adequate serum levels can be 
achieved with a fraction of the dose suggested for pa- 
tients with normal kidney function — with minimal 
risk of ototoxicity. 


Not at all. With proper precautions, KANTREX Injec- 
tion is an excellent drug for the treatment of urinary 
tract infections, especially those due to Proteus, A. 
aerogenes and E. coli, even when renal impairment is 
present. 


The package literature covers them in detail. First, the 
daily dose should be reduced in such a patient. Then, 
if he is going to receive KANTREX Injection for 7 days 
or more, a pre-treatment audiogram should be done, 
and it should be repeated at appropriate intervals dur- 
ing therapy. If tinnitus or subjective hearing loss de- 
velops, or if followup audiograms show significant loss 
of high frequency response, KANTREX therapy should 
be discontinued. However, therapy for 7 days or more 
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is seldom required because the clinical response to 
KANTREX Injection is so rapid. 


A There is such an abundance of clinical evidence about 
“rapid acting” that it takes KANTREX Injection out 
of the “supposed-to” class, !:2:3: 78:9. 11,15, 16, 19, 21, 22, 26, 29, 32, 33 
Remember, the effectiveness of KANTREX Injection 
therapy can usually be appraised in 24 to 36 hours. 
That’s definite evidence of rapid action. In fact, one 
group of investigators reported that “the rapidity with 
which bacteria are killed by this agent is reflected by 
the promptness of the clinical response.”” 


A In extensive clinical and toxicity studies by numerous 
investigators, as well as almost two years of general use, 
not a single instance of such toxicity has been reported. 


A Yes. While it’s usually given intramuscularly, other 
routes are practicable: intravenous, intraperitoneal, by 
aerosol, and as an irrigating solution. Complete in- 
structions are included in the package insert. 


A Yes — because all evidence to date indicates that it is 
bactericidal against a wide range of organisms...rapid 
acting...does not encourage development of bacterial 
resistance...is well tolerated in specified dosage...and 
has not caused any blood dyscrasias. 
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for local gastrointestinal therapy... 
not for systemic infections 


A Because there is only negligible absorption of KANTREX 
from the gastrointestinal tract.**°***** Thus, capsules 
cannot provide effective blood levels. 


A Preoperative bowel sterilization, and local treatment 
of intestinal infections due to kanamycin-sensitive 
organisms. 


A Because Kantrex has been rated as “superior to neo- 
mycin” for this purpose.* It provides rapid and satis- 
factory control of coliforms, clostridia, staphylococci 
and streptococci; yeasts do not proliferate; stool con- 
centrations of the drug are exceptionally high; and 
nausea, vomiting or intestinal irritation have not been 
observed.”* 


AA high degree of effectiveness against most of the 
pathogens responsible for such infections: Salmonella, 
Shigella, Staph. aureus, E. coli and Endamoeba his- 
tolytica. Moreover, their use has been “remarkably free 
of any side effects. 
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J & T iO Re KANAMYCIN SULFATE INJECTION 


INDICATIONS 


Infections due to kanamycin-sensitive organisms, particularly staph or “gram-negatives”: 
genito-urinary infections; skin, soft tissue and post-surgical infections; respiratory tract infec- 
tions; septicemia and bacteremia; osteomyelitis and periostitis. 


DOSAGE: INTRAMUSCULAR ROUTE 


Recommended daily dose is 15 mg. per kg. of body weight, in 2 to 4 divided doses. 
For intramuscular administration, KANTREX Injection should be injected deeply into the upper 
outer quadrant of the gluteal muscle. 


TOXICITY 


When the recommended precautions are followed, the incidence of toxic reactions to KANTREX 
is low. In well hydrated patients under 45 years of age with normal kidney function, receiving 
a total dose of 20 Gm. or less of KANTREX, the risk of ototoxic reactions is negligible. 

In patients with renal disease and impaired renal function, the daily dose of KANTREX should 
be reduced in proportion to the degree of impairment to ‘avoid accumulation of the drug in 
serum and tissues, thus minimizing “the possibility of ototoxicity. In such patients, if therapy 
is expected to last 7 days or more, audiograms should be obtained prior to and during treat- 
ment. KANTREX therapy should be stopped if tinnitus or subjective hearing loss develops, or if 
audiograms show significant loss of high frequency response. 


OTHER ROUTES OF ADMINISTRATION 

KANTREX should be used by intravenous infusion only when the intramuscular route is im- 
practicable. KANTREX can also be employed for intraperitoneal use, aerosol treatment, and as 
an irrigating solution. See package insert for directions. 


PRECAUTIONS 
Use of antibiotics may occasionally result in overgrowth of non-sensitive organisms. If super- 
infection appears during therapy, appropriate measures should be taken. 


SUPPLY 
Available in rubber-capped vials as a ready-to-use sterile aqueous solution in two concentra- 


tions (stable at room temperature indefinitely) : 
KANTREX Injection, 0.5 Gm. kanamycin (as sulfate) in 2 ml. volume. 
KANTREX Injection, 1.0 Gm. kanamycin (as sulfate) in 3 ml. volume. 


A Pp L $ (for local gastrointestinal therapy; not for systemic medication) 
INDICATIONS AND DOSAGE 


For preoperative bowel sterilization: 1.0 Gm. (2 capsules) every hour for 4 hours, followed by 
1.0 Gm. (2 capsules) every 6 hours for 36 to 72 hours. 

For intestinal infections: Adults: 3.0 to 4.0 Gm. (6 to 8 capsules) per day in divided doses for 
5 to 7 days. Infants and children: 50 mg. per kg. per day in 4 to 6 divided doses for 5 to 7 days. 


PRECAUTION 

Preoperative use of KANTREX Capsules is contraindicated in the presence of intestinal obstruc- 
tion. Although only negligible amounts of KANTREX are absorbed through intact intestinal 
mucosa, the possibility of increased absorption from ulcerated or denuded areas should be 


considered. 


SUPPLY 
KANTREX Capsules, 0.5 Gm. kanamycin (as sulfate), bottles of 20 and 100. 
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, HOW KENT BLAZED THE TRAIL 
| TO LOW TAR 
AND NICOTINE CONTENT 


A major independent research foundation, crease smoke solids. So—from the very 
under Lorillard sponsorship, determined that start—Kent blazed the trail to the lowest 
the average puff of cigarette smoke contains level of tars and nicotine among all leading 
over 12 billion semi-solid particles. Further brands. And today, tars and nicotine are 
research revealed that inhaled smoke from at the lowest level in Kent’s history. 
ordinary cigarettes hasa predomi- This Kent achievement in the 
nant proportion of particles, from field of filtration was done with- 
0.1 to 1 micron in diameter, out sacrifice of rich tobacco fla- 
averaging 0.6 micron. vor. Kent uses only 100% natural 
Ordinary filter fibers are so 1 tobaccos—the finest in the world 
large that they create spaces today—to give you real tobacco 
through which the small semi- | taste. Kent satisfies your appe- 
solid smoke particle can easily tite for a real good smoke. 
] pass. However, in the extraor- ag 
mechanically maripulated in 
such a manner as tocreateamul- |. KENT 


titude of baffles and extremely . 
tortuous passageways for the ees 


smoke. This is the ““Micronite’ }| 
Filter. 


Lorillard pioneered research 
into filtration—creating a filter 
of extraordinary ability to de- |: 


If you would like the booklet, for 
your own use, ‘‘The Story of 
Kent,”’ write to: P. Lorillard 
Company, Research Depart- 
ment, 200 East 42nd Street, 
New York 17, N. Y. 


te. 


KING SIZE 


© 1959, P. Lorillard Co. 


| KENT FILTERS BEST 
| for the flavor you like 


A Product of P. Lorillard Company—First with the finest cigarettes—through Lorillard Research! 
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PASSPORT 
TRANQUILITY 


(brand of hydroxyzine) 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Ine. 
Science for the World’s Well-Being 


Las Yooyy 
ES a uni Versa] | 
Tecord of effect; Venegg CKE, 
anxie CNsion and ag; ation, 
I t,t lagitas 
ATARAy Produce * More 7 
State of Calm and tran; Uility 
| 
than any drug Previous, Used. A ORLD OF 
Salety ang flexipjy; ty 
No Serious Adverse "action ever 
documented ~ five dosage forms 
and Sizes 
chemical, distiney 
Dosage. ADULTS one 25 Me. tablog. or 
One tbsp, Svrup q.1.d, CHILDREN. | 
Not a othiazine Or a ™Probame te Years, One Me tabley one tsp, | 
Syrup Cid. Years two 19 Me 
added tablet. OY tsp, Syrup Cid, 
These UNique benefit. In bottles. Parente, | 
Ndication. Vials, 
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} 46 (Jun, ) Smic, O., Ct aL : 
an, 26) 195 Py, fer, R.; Me Klin, 
and Pipers from ie, 
| 
4 i j 
i 
4 


brand of oxytetracycline 


mnitiation of therapy i in after 
with new, ready-to-inject ‘Terramycin Intra- 

- muscular Solution provides maximum, sustained 
absorption of broad-spectrum: 


CAPSULES 


ontinuation with oral Cosa 
every-six hours will provide highly effecti 


100 mg./2 cc. ampules 
250 mg. ce. 


osa-Terramycin Pediatric 
5 mg./drop (100 mg./cc.), 10 ce. - bottle 
ith plastic calibrated dropper ; 


Complete information on Terramycin iiecular 
Solution and Cosa-Terramycin oral forms is _ 
available through your Pfizer Representativ or th 
Medical Department, Pfizer ‘Labgratories. 


*Contains 2% Xylocaine® (lidocaine), 
Astra Pharmaceutical Products, Inc. 


of broad-spectrum antibiotic therapy 
is your guide to successful antibiotic therapy. 
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The Depinar special repository base permits slow absorption 
from the injection site, thus decreasing the need for frequent 
administration. Depinar continually bathes the tissues in 
vitamin B,. to provide more effective therapy and make 
patients feel better longer. A recent clinical report* shows 
over 98% of Depinar is retained after one week ... and 
“Serum level vitamin B,.... sustained for 28 days or more 
from the single dose.” 

Each package of Depinar consists of a multiple dose vial, 

containing cyanocobalamin zinc tannate (lyophilized) equivalent to 
2500 mcg. vitamin B,.. The vial of diluent contains 5 cc. Sodium 


Chloride Solution for Injection. When reconstituted, 
each ml. of Depinar contains 500 mcg. vitamin Bj». 


*Thompson, R. E., and Hecht, R. A.: Am. J. Clin. Nutrition 
7:311-317 (May-June) 1959. 


ARMOUR PHARMACEUTICAL COMPANY ¢ KANKAKEE, ILLINOIS A\s 
Armour Means Protection 


OA. P. Co 
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MAXIMAL 


USEFULNESS 


MINIMAL 


The extended usefulness of TENTONE is readily apparent 
t 
TENTONE® Methoxypromazine Maleate is a new, distinctive phenothiazine ...highly active f 
... for general use in mild and moderate emotional and psychosomatic disorders. 1 
TENTONE elicits a striking, positive calming response!-?...with marked reduction of Ee 
psychic disorientation, and low risk of blood, liver or other organic toxicity and intolerance.! 
TENTONE parallels the weaker ataractics in low incidence of side effects. Freedom from ; 
induced depression is apparently even greater.5 
TENTONE provides a broadly adaptable dosage range (30 to 500 mg. daily) to permit { 
maximum control in cases of varying severity. 
M 


TENTONE is also indicated to relieve emotional stress in surgical, obstetric and other 
hospitalized patients. L 


¥ TES FP TENSION HYSTERIA 4 


Dosage: Mild to moderate cases—average starting dose, one 10 mg. or one 25 mg. tablet 
three or four times daily. Moderate to severe —average starting dose, one 50 mg. tablet 
four times daily. Supplied: 10 mg., 25 mg., and 50 mg. tablets. 


1. Bodi, T., and Levy, H.: Clinical report, cited with permission. 2. Wetzler, R. A., and Phillips, R. M.: Clinical 
report, cited with permission. 3. Prigot, A.: Clinical report, cited with permission. 4. Gosline, E., et al.: Am. J. Psychiat. 
115:939 (April) 1959. 5. Turvey, S. E. C.: Clinical report, cited with permission. 


Methoxypromazine Maleate Lederle 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York t Leaterte } 
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ALCOHOLISM 


A “SECOND BEST” ARMY FAILS TOTALLY 


And against the main army of alcoholics—those 
whose drinking is a symptom of underlying pathology— 
less than a complete campaign is futile. 


To shorten time, frustration and expense (simple 
efficient management) requires initial institutional care 
of these individuals: 


To stop their ingestion of alcohol; 
To detoxify the system; 


To restore the fluid electrolyte bal- 
ance; 


To detect and correct nutritional 
anomalies peculiar to the individual i 
alcoholic; 


To overcome or reduce bodily ailments 
that contribute to the abnormal state 
and, finally 


To develop a program that will aid 
the particular individual in abstain- 
ing from all alcoholic beverages un- 
til death. 


The Ralph Clinic (in its 62nd year) 

THE RALPH CLINIC is in the advance of every phase of 

the treatment of alcoholism. It in- 

529 HIGHLAND AVENUE ¢ KANSAS CITY 6, MISSOURI _vites consultation with you con- 
cerning your patients with prob- 


> Telephone VI. 2-3622 lems of excessive drinking. 


(A portfolio 
about the Problem of Alcoholism is available upon request). 
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make 
them 
measure 


tastes good! Each daily cherry- 
flavored teaspoonful dose (5 cc.) contains: 


Lysine-Vitamins Lederle PEVSING HED 300 mg. 
help restore the normal blood picture—iron as ferric Vitamin B:z Crystalline....... 25 megm. 
pyrophosphate to restore or maintain normal hemoglobin. Thiamine HCI (32)... 10 mg. 

Pyridoxine HCI (By)................ 5 mg. 


boost appetite and energy—vitamins...B:, Bs and Bi. 


upgrade low-grade protein—cereals and other low 
protein favorites of children, upgraded by I-Lysine, 
work with meat and other top protein to build 
stronger bodies. 


Ferric Pyrophosphate (Soluble) 250 mg. 
Iron (as Ferric Pyrophosphate) . 30 mg. 


Bottles of 4 and 16 fl. oz. 


LEDERLE LABORATORIES. a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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“EASES STRAINS‘ 


BACK PAINS...! 
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RELA—a new myogesic for better 

f relaxant and analgesic therapy— 
“ais more adept management of 
spasm and pain in strains, 
sprains and low back pains. 


RELA—though asingle drug—is a true 
myogesic and works rapidly 
to achieve three desired effects... 


Rela relaxes acute muscle spasm 
Relief of muscle spasm (96% excellent 
to good effectiveness)! 


Rela provides a unique quality of 

persistent pain relief through 

its relaxant and analgesic actions 
“Relief from pain was usually rapid 

and sometimes dramatic’! 


Rela, through relaxation and analgesia, 
assures daytime ease and nighttime rest 
“...Anumber of patients reported 
freedom from insomnia which they 
attributed to freedom from pain.”’! 


indications: RELA is most beneficial in those 

conditions of the musculoskeletal system 

manifesting pain, stiffness and spasm. 

safety: Studies of more than 1400 patients 

indicate that the toxicity of RELA is exceptionally 

low. In human subjects, respiratory, 

blood pressure or blood chemistry changes 

and/or renal, hepatic or endocrine dysfunction 
not been reported. 

dosage: The usual adult dosage of RELA is 

one tablet 3 times daily and at bedtime. 

RELA has a rapid onset of action, with relief 
usually apparent within 30 minutes, and 
persisting for at least 6 hours. ; 
supply: RELA is available as 350 mg., pink, 
coated tablets in bottles of 30. 


1. Kuge, T.: To be published. 


xMYOGESIC 
muscle analgesic 


relaxant 


\ 


An emotionally balanced patient 
Thanks to your treatment and the help of 
Deprol, her depression is relieved and her anxi- 
ety and tension calmed. She eats well, sleeps 
well, and can return to her normal activities, 
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No “‘seesaw’’ effect of amphetamine- 
barbiturates and energizers 


While amphetamines and energizers may stimu- 
late the patient—they often aggravate anxiety and 
tension. And although amphetamine-barbiturate 
combinations may counteract excessive stimu- 
lation—they often deepen depression. 


In contrast to such ‘‘seesaw” effects, Deprol 
lifts depression as it calms anxiety—both at the 
same time. 


Safer choice of medication than 
untested drugs 


Deprol does not produce hypotension, liver dam- 
age, psychotic reactions or changes in sexual 
function. 


BIBLIOGRAPHY: 1. A der, L.: Ch h of depressionUse 
of meprobamate combined with benactyzine (2-diethyl 1 ilate) 
hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Bateman, J. C. and 
Carlton, H. N.: Deprol as adjunctive therapy for patients with advanced 
cancer. Antibiotic Med. & Clin. Therapy. In press, 1959. 3. Bell, J. L., Tauber, 
H., Santy, A. and Pulito, F.: Treatment of depressive states in office practice. 
Dis. Nerv. System 20:263, June 1959. 4, McClure, C. W., Papas, P. N., 
Speare, G. S., Palmer, £., Slattery, J. J., Konefal, S. H., Henken, B. S., 
Wood, C. A. and Ceresia, G. B.: Treatment of depression—New technics and 
therapy. Am. Pract. & Digest Treat. In press, 1959. 5. Pennington, V. M.: 
Meprobamate-benactyzine (Dep-ol) in the treatment of chronic brain syndrome, 
schizophrenia and senility. J. Am. Geriatrics Soc. 7:656, Aug. 1959. 6. Rickels, 
K. and Ewing, J. H.: Deprol in depressive conditions. Dis. Nerv. System 20:364, 
(Section One), Aug. 1959. 7. Ruchwarger, A.: Use of Deprol (meprobamate 
combined with benactyzine hydrochloride) in the office treatment of depression. 
M. Ann. District of Columbia 28:438, Aug. 1959. 8. Settel, E.: Treatment 
of depression in the elderly with a prob te-benactyzine 

combination. Antibiotic Med. & Clin. Therapy. In press, 1959. 


DOSAGE: Usual starting dose is 1 tablet q.i.d. When neces- 
sary, this may be gradually increased up to 3 tablets q.i.d. 


COMPOSITION: 1 mg. 2-diethylaminoethy] benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 


SUPPLIED: Bottles of 50 light-pink, scored tablets. Write 


for literature and samples. 


LIFTS DEPRESSION 


calms anxiety! 


Deprol helps balance the mood 
by lifting depression as it 
calms related anxiety 


+ 
a 


CALMS ANXIETY 


Deprol 


AMPHETAMINES 
AND ENERGIZERS 
may stimulate the 
patient, but often 
increase anxiety and 
tension. 


AMPHETAMINE- 
BARBITURATE 
combinations may 
control overstimula- 
tion but may deepen 
depression. 


WALLACE LABORATORIES / New Brunswick, N. J. 


Co-154 
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1 suppository rectally 
after each 

bowel movement 
and on retiring. 

How Supplied: 

Boxes of 12. 
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HEMORRHOID 
PRONE- constantly 


on his feet 


PNS 


SUPPOSITORIES 


bring safe, soothing rectal comfort 


Pontocaine® hydrochloride (10 mg.) 
TO RELIEVE PAIN 
... long acting, nonirritating anesthetic 


INreo-Synephrine® hydrochloride (5 mg.) 
TO REDUCE ENGORGEMENT 
... potent decongestant 


Sulfamylon® hydrochloride (200 mg.) 
TO RETARD INFECTION 
... broad-spectrum anti-infective 


with bismuth subgallate and balsam of Peru 


As an added measure to promote rectal comfort while correcting 
bowel atonicity, add MUCILOSE®-SUPER to the patient's ~ 
This lubricating, nonirritating bulk laxative and stool 

will encourage easy, regular evacuation. 


PNS, Pontocaine (brand of tetracaine), Neo-Synephrine 
{brand of phenylephrine), Sulfamyion (brand of mofe- LABORATORIES 
nide) and Mucilose, trademarks reg. U. S. Pat. Off. New York 18,.N. Y. 
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clears the tineas 


from head to toe- 


In tinea capitis 


Lesions clear, cultures become negative in 
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orally 


Before Futvicin: Tinea capitis (Microsporum After Futvicin: Normal, new hair growth after 6 
audouini) in a 7-year-old boy. weeks of oral therapy. 


Photos courtesy of M. M. Nierman, M.D., Calumet City, Ill, 


tinea corporis: 4 to 5 weeks! onychomycosis: 4 to 6 months! 
tinea cruris: 4 to 6 weeks’ tinea pedis: 6 to 8 weeks' 


first oral fungistat to penetrate keratin from the inside... acts to check invading ring- 
worm fungi (Microsporum, Trichophyton, Epidermophyton)...usually well tolerated, 
side effects rare in therapeutic doses. 

For complete information about dosage, indications and precautions consult Schering 
Statement of Directions. 

Packaging: Fu.vicin Tablets, 250 mg., bottles of 30 and 100. 

1. Robinson, H. M., Jr., et al.: Griseofulvin, Clinical and Experimental Studies, A.M.A. Arch, 
Dermat., in press, 

SCHERING CORPORATION +- BLOOMFIELD, NEW JERSEY 
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1080 
NOW 


deliciously flavored - decisively effective 


N W Formula: 
Each 5-cc. teaspoonful provides Ilosone Lauryl Sulfate equivalent 


ILO S 0 N F° | ? 5 to 125 mg. erythromycin base activity. 


Usual Dosage: 


Laury | Sulfate 10 to 25 pounds’ ‘55 mg. per pound of body weight every 
25 to 50 pounds teaspoonful six 
N S| 0 N Over 50 pounds teaspoonfuls hours 


In more severe infections, these dosages may be doubled. 


Supplied: 
In bottles of 60 cc. 


Hosone® (propiony! erythromycin ester, Lilly) 
llosone® Lauryl Sulfate ( propiony! erythromycin ester lauryl sulfate, Lilly) 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
932702 
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Mass Photofluorography 


Scientific 
ARTICLES 


An Analysis of Its Use for Detection 


HARRY ALLEN, M.D., M.P.H.,* and 
IRVIN FRANZEN, A.B., M.P.H.,** Topeka 


During the last seven years, the Kansas State Board 
of Health has used state-wide photofluorographic 
chest x-ray surveys as a means of detecting unsus- 
pected cases of lung cancer as well as tuberculosis 
and other chest pathology. Lack of funds and per- 
sonnel however, have made it impossible to conduct 
an organized follow-up of the suspected cases of 
malignancy, although each case is reported to the 
screenee’s physician. 

Since good public health practice dictates that 
there should be no screening for disease without pro- 
vision of adequate follow-up of all suspected cases, 
it seemed imperative that an analysis of the program 
be made, in order to formulate recommendations con- 
cerning the feasibility of the use of mass photo- 
fluorography for the detection of lung cancer and for 
development of effective follow-up procedures. With 
this in mind, the following data have been prepared 
to demonstrate an analysis of the use of mass photo- 
fluorography for the detection of lung cancer, as 
indicated by chest x-rays completed during 1957. 


Purpose of the Study 


1. To ascertain if it is possible to obtain follow-up 
information with the available data. 

2. To evaluate this method of screening for the 
early detection of lung cancer. 


* Assistant Director, Division of Geriatrics and Chronic 
Diseases. 

** Acting Director, Division of Vital Statistics, Kansas 
State Board of Health. 
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of Lung Cancer 


3. To suggest a method of follow-up within the 
limits of available staff and funds. 


Method 


The study involved investigation into the follow- 
ing three areas: 

1. Cross-check of all photofluorographic report 
forms listing suspected malignancy against the state 
cancer registry which is also maintained by the state 
board of health. 

2. Analysis of the reports of local doctors on sus- 
pected cases referred to them. 

3. Analysis of the case reports in the state cancer 


registry. 
Results 


During the 12-month period commencing on Janu- 
ary 1, 1957, and ending December 31, 1957, there 
were approximately 198,877 persons who took ad- 
vantage of the chest x-ray service. Of this total, 
there were 210 or 10.6 lung cancer suspects per 
10,000 x-rays. 

The private physicians performed examinations and 
returned reports on 93 or 44 per cent of the 210 sus- 
pects. This leaves 117 or 56 per cent of the cases 
who either did not go to a physician as suggested 
or for whom the physician did not send the State 
Board of Health a report. 

By careful cross-check with the cancer registry, we 
were able to confirm 35 or 17 per cent of all sus- 
pected cases. This reduced our cases with no “‘fol- 
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TABLE I 


STATUS OF THE 1957 PHOTOFLUORO- 
GRAPHIC MALIGNANCY SUSPECTS ON 
THE BASIS OF THE COMBINED INFOR- 
MATION OF THE CANCER REGISTRY 
AND REPLIES FROM PHYSICIANS 


Number Per Cent 


Cases confirmed by the cancer 


Cases indicated as malignant by 

the patient’s physician but not 

verified by the cancer registry .. 3 1.4 
Cases reported as non-malignant by 

the patient’s physician and veri- 

fied by a check of the cancer 

Cases with no record of follow-up 90 42.9 


low-up” information to 90 suspected cases. (See 
Table I.) 

The analysis of the 93 reports returned by the 
local medical doctors constitutes a reasonably sound 
sources of follow-up information. The reliability, of 
course, depends on the ability and diagnostic facil- 
ities of the examiner. The results are presented in 
Table II which is the basis of a proposed follow-up 
letter to be sent to the doctors. 

Analysis of the 35 cases of malignancy confirmed 
by the registry proved rewarding. These case reports 
represent metastatic lesions in addition to primary 
lung cancer. We have made the assumption of a 
cause and effect relationship in those cases in which 
the case registry report was made after the date of 
the photofluorographic study. These cases are in- 
dicated by an asterisk on the data sheet. This rela- 
tionship was noted in 22 or 63 per cent of the con- 
firmed cases, However, ten of this group died within 


the year, indicating the advanced and hopeless state 
of the lesion at the time of the x-ray examination. 
(See data sheet. ) 

Bronchogenic carcinoma was found in 13 or 37 
per cent of the malignancies detected. The average 
age of this group of patients was 58 years. As could 
be expected, there was a preponderance of males, 
the breakdown being 11 males and 2 females. The 
dismal nature of bronchogenic carcinoma is further 
indicated by the fact that 7 or 54 per cent were 
dead within a year following detection. The average 
length of life from the time of the x-ray examina- 
tion to death was 7 months. (See data sheet and 
Table III.) 

Metastatic lesions accounted for 22 cases or 63 
per cent of the malignancies. The primary cancer site 
as well as age and sex distribution are to be found 
in Table III. It will be noted that cancer of the 
breast and genitourinary tract was first in impor- 
tance among the metastatic lesions. They accounted 
for 14 or 46 per cent of the cases detected. The 


TABLE II 


DIAGNOSES OF PATIENTS AS REPORTED 
BY PHYSICIANS WHO RESPONDED TO 
NOTIFICATIONS OF SUSPECTED MaA- 
LIGNANCIES BASED ON THE MASS 
X-RAY SURVEY, KANSAS, 1957 


Number Per Cent 


Total reports received .......... 93 100.0 
Malignant neoplasm* ........... 7 7.5 
Other benign neoplasm .......... 13 14.0 
Diagnosis pending .............. il 16.1 
Ne malignancy found .......... 58 62.4 


* Three of the cases reported as malignant neoplasms 
could not be confirmed by the cancer registry while four 
of the cases not specified as malignant by the reporting 
physician appear in the cancer registry. 


TABLE III 


CONFIRMED CASES OF MALIGNANCY AMONG THE SUSPECTS DETECTED BY MASS 
PHOTOFLUOROGRAPHY BY PRIMARY SITE OF LESION BY SEX AND AGE GROUP 


Sex 


Primary Site of Lesion TOTAL MALE FEMALE 45 


UNDER 


Age Group 
75 & AGE NOT 


45-49 50-54 55-59 60-64 65-69 70-74 OVER GIVEN 


35 20 15 3 
Respiratory system ..... 13 11 2 1 
Genitourinary organs ... 7 3 4 1 
Digestive organs ....... 3 2 1 — 
Lymphatic and hemato- 

poietic tissues ........ 3 3 = 1 


Other and unspecified ... 2 1 


1 4 4 8 1 5 4 4 
1 — 1 1 
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SUMMARY OF DATA OBTAINED FROM THE CANCER REGISTRY ON SUSPECTED CASES OF 
MALIGNANCY DETECTED BY MASS PHOTOFLUOROGRAPHY TECHNIQUE 


(January 1, 1957-December 31, 1957) 


Cases Sex PFX Ca Report Primary Mortality 
No. Age Female Male Date Registry Site Report 
i> 71 M 2-14-57 10-57 Lung 8-10-57 
Bronchogenic CA 
2 55 js. 9-9-57 7-49 Cervix 
M 10-25-57 6-58 Stomach 6-27-58 
Stomach CA 
4 F 1-15-57 5-49 Cervix 
= 54 M 2-25-57 11-57 Lung 
6* 54 M 2-7-57 12-57 Lung 
P 52 F 12-10-57 10-57 Breast 
8* 56 M 5-13-57 5-57 Lung 9-5-57 
Bronchogenic CA 
9* 49 ; M 2-8-57 5-57 Lung 4-4-58 
Bronchogenic CA 
10 65 F 10-8-57 -55 Breast 
11 DF, F 12-3-57 3-51 Breast 
12" 60 M 8-20-57 12-2-58 Thyroid 
132 71 M 5-21-57 11-57 Lung 11-1-57 
Bronchogenic CA 
14 80 M 11-6-57 10-55 Leukemia 
15* F 2-27-57 11-57 Colon 
16* 61 M 1-30-57 8-57 Lung 
ie 38 M 6-4-57 8-57 Kidney 
18* 62 M 5-7-57 8-57 Lung 10-18-57 
Bronchogenic CA 
a 57 F 5-14-57 12-5-58 Breast 
* 20° 89 M 4-10-57 12-1-58 Prostate 
74) 63 F 2-6-57 10-54 Cervix 6-21-57 
Cervix 
225 55 M 10-3-57 6-58 Lung 
23 60 F 4-22-57 2-54 Cervix 
24* 73 F 9-12-57 12-57 Breast 
25° 30 F 5-22-57 8-57 Lung 12-3-57 
Bronchogenic CA 
26* 63 FE 4-15-57 10-57 Colon 
7 as F 2-8-57 7-57 Breast 7-7-57 
Breast CA 
28 59 F 12-4-57 5-57 Lung 
29" 71 M 6-17-57 1-58 Lung 1-8-58 
Bronchogenic CA 
30 78 F 10-17-57 1-55 Lymphosarcoma 12-29-57 
Lymphosarcoma 
31 73 F 6-21-57 5-54 Bone 
52* 60 M 11-7-57 8-58 Kidney 5-27-58 
Kidney 
33 F 2-27-57 11-55 Breast 
34* 61 M 10-11-57 5-58 Lung 
35 35 M 11-18-57 Hodgkins Disease 


* Indicates cases apparently diagnosed because of chest x-ray findings, and referral to physicians. 
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predominance of females is to be expected in this 
group of cases. The sex distribution was 3 males 
and 11 females with an average age of 60 years. 


Conclusions 

It is acknowledged that the total number of cases 
confirmed by the registry are few; however, we be- 
lieve the following conclusions are of value in plan- 
ning and developing the cancer control program: 

1. Screening for malignancy by means of mass 
photofluorographic techniques should be continued 
only if there are provisions for follow-up of sus- 
pected cases. 

2. The case-finding rate of suspected cases of 
malignancy was found to be 10.6 per 10,000 x-rays. 
This yield is extremely low, which makes the tech- 
nique of questionable value as a screening procedure. 

3. It is generally conceded that by the time 
bronchogenic carcinoma becomes visible on x-ray, the 
patient is already incurable. Our results confirm this 
finding to some extent because 54 per cent of the 
cases expired within the year following the x-ray 
examination, The average length of life after the 
chest x-ray was 7 months. This lends further support 
to the belief that the technique is of questionable 
value. 

4. Twenty-two of the confirmed cases represented 
metastatic lesions. It appears that x-ray detection of 
these lesions may increase the life expectancy by the 
prompt institution of palliative therapy. 

5. In the dismal picture presented by bronchogenic 
carcinoma, the only hope appears to be in preven- 
tion and early detection. Preventive measures include 
the avoidance of cigarette smoking and exposure to 
carcinogenic agents. The only mass technique avail- 
able at present for discovery of beginning cancer is 


the photofluorogram, It is believed there is a moral 
obligation to continue this screening method in the 
hope that cases will be discovered early and brought 
under adequate medical supervision. It is acknowl- 
edged not to be an economically practical screening 
method for cancer case-finding alone. However, one 
cannot overlook the value of photofluorographic sur- 
veys, nor ignore the cases of suspected malignancies 
in the chest detected in the overall search for diseases 
of the chest, including tuberculosis and heart disease. 


Recommendations 


1. A follow-up of suspected cancer cases can be 
provided efficiently and economically by use of the 
cancer registry and follow-up correspondence with 
the local medical doctors. 

2. District public health nurses could provide fol- 
low-up on suspected cancer cases. 

3. Although we do not recommend discontinuing 
the use of mass x-ray for the detection of lung can- 
cer, we strongly suggest that the screening be on a 
selective population basis, examples being: 1) all 
persons smoking more than two packages of cigarets 
daily; 2) persons whose work entails inhalation of 
coal tar or its derivatives; 3) those who drive daily 
for rather long periods in crowded city traffic, in- 
haling air heavily polluted with automobile exhaust 
gases. 


Kansas State Board of Health 
Topeka, Kansas 


Author's Note: A similar analysis of the 1958 photo- 
fluorographic survey confirmed the above findings. Through 
the cooperation of the local physicians, we are able to obtain 
follow-up information on 82 per cent of all suspected lung 
cases in 1958 as compared to 44 per cent in 1957. This in- 
dicates that the follow-up procedure instituted is an efficient 
and essential component of the program. 
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Hyperthyroidism in Pregnancy 


Treating Hyperthyroidism During Pregnancy 


JAMES H. HOLT, M.D., Wichita 


The hyperthyroid woman must be treated during 
pregnancy in a manner that will not impair the 
normal physiology of the fetal thyroid. The follow- 
ing methods have been most widely used for the 
management of thyrotoxicosis in pregnancy: 

1. Administration of iodine alone. 

2. Administration of iodine followed by subtotal 
thyroidectomy. 

3. Administration of anti-thyroid drugs during 
part of or throughout the pregnancy. 

The above measures have been discussed with re- 
gard to advantages and disadvantages quite com- 
pletely.* Subtotal thyroidectomy following prepara- 
tion with iodine has been clearly shown to be a safe 
procedure. In several series from 1930-1952, total- 
ling 117 cases, there was a fetal loss of four and 
no maternal deaths. 

The anti-thyroid drugs of the thiocarbamide group 
are, in contrast to iodine, capable of controlling even 
the most severe hyperthyroidism, but since these 
drugs cross the placenta, the fetal thyroid is also 
susceptible to their goitrogenic and anti-thyroid ef- 
fects. 

Frequent fetal loss and abnormalities have been 
reported when anti-thyroid drugs were used through- 
out pregnancy.*:® Some reports have shown that thy- 
rotoxicosis during pregnancy responds more readily 
to anti-thyroid drugs than does thyrotoxicosis with- 
out pregnancy. If sufficient but not excessive doses 
of anti-thyroid drugs are administered under close 
observation, insignificant amounts pass through the 
placenta and fetal goiter is avoided.1 


‘High Incidence of Fetal Anomalies 


Both uncontrolled hyperthyroidism and uncon- 
trolled hypothyroidism are accompanied by a high 
incidence of fetal anomalies and monstrosities and 
late complications of pregnancy.* The hyperthyroid- 
ism can be quickly terminated with little risk to the 
mother by the use of anti-thyroid drug preparation 
and subtotal thyroidectomy. Patients treated in this 
manner must be observed closely for any signs of de- 
creased thyroid function and if present, treated 


From the Department of Surgery, St. Francis Hospital, 
Wichita, Kansas. 

Dr. Holt is the director of Surgical Education at the 
hospital. 


Without Impairing Fetal Thyroid 


promptly with desiccated thyroid and strong iodine 
solution. Even transient maternal hypothyroidism 
must be prevented during pregnancy to prevent fetal 
abnormalities. It is recommended to reduce the dos- 
age of propylthiouracil during the last trimester, and 
to give desiccated thyroid to any woman who devel- 
ops hypothyroidism from surgical or medical treat- 
ment for hyperthyroidism during pregnancy. 
Subtotal thyroidectomy after preparation with thio- 
carbamides and iodine can be done safely during the 
first two trimesters with little risk to the patient and 
with remission of the hyperthyroidism. Full term in- 
fants born to such patients have been normal. Used 
properly the undesirable side effects of anti-thyroid 


Hyperthyroidism in pregnancy treated 
by administration of anti-thyroid drugs 
followed by surgery is discussed in this 
article. 


agents on the mother and fetus have not been sub- 
stantiated as previously reported in the literature. 
Large doses of thiocarbamides are to be avoided 
and prolonged use of them is to be discouraged. The 
shorter the period of fetal contact with these drugs 
the better. In good hands the safest method of man- 
agement is surgery after proper preparation with 
thiouracil-related drugs and iodine for short periods.® 


Primary and Secondary Hyperthyroidism 


The occasional patient with primary or secondary 
hyperthyroidism who becomes pregnant, should be 
treated for the hyperthyroidism, disregarding the 
pregnancy except where therapy might be injurious 
to the fetus. There no longer seems to be any reason 
for terminating pregnancy because of the thyroid 
complications. Patients who develop a hyperthyroid 
state late in pregnancy may be tided over safely with 
the thiouracil-related drugs because the fetal ex- 
posure to these drugs will be for a short duration 
only. Concomitant thyroxin therapy would afford pro- 
tection against drug induced cretinism.® 

Infants born to mothers receiving propylthiouracil 
may show an enlarged thyroid gland, which may ob- 
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struct feeding and breathing, and predisposes to the 
development of cretinism. This is especially true in 
the infants of mothers who have been treated with 
large doses of propylthiouracil throughout the preg- 
nancy.14 

Once a diagnosis of hyperthyroidism has been es- 
tablished, therapy for the pregnant patient must of 
necessity be different from that of the non-pregnant 
individual in as much as the following are known 
to cross the placental barrier; iodine, I'*!, anti-thy- 
roid drugs of the thiourea type, and desiccated thy- 
roid. 

Radioactive iodine uptake as a measurement of 
thyroid function has been used with increasing fre- 
quency during the past ten years. The use of this 
test in the pregnant patient is not considered inad- 
visable when minute doses of I!1 are used as there 
is little evidence that a tracer dose is harmful to the 
fetus. The main contraindication is the medicolegal 
aspect in case a malformed child were born. How- 
ever, it is generally considered inadvisable to use I! 
to decrease thyroid function during pregnancy be- 
cause it has been noted that after the third month 
the fetal thyroid collects significant amounts of radio- 
iodine, Treatment with therapeutic doses of I'% is 
for the present contraindicated during pregnancy and 
lactation. 

Two cases are reported by Russel, et al., in which 
pregnant women received large doses of I'%! and 
both offspring suffered from congenital hypothyroid- 
ism. It should be noted that both mothers had pre- 
viously undergone total thyroidectomies for papil- 
lary carcinoma of the thyroid. This situation in no 
way parallels the use of I'*! as a diagnostic aid in 
hyperthyroidism in pregnancy. 


Case Reports 


Case 1 (Mrs. M. S.). This 30-year-old white wom- 
an had a history of known hyperthyroidism of some 
seven months duration. She was first seen in con- 
sultation in March, 1952, and at that time the BMR 
was +41, the weight 150 Ibs., blood pressure 150/80, 
pulse 86, serum cholesterol 119 mgm. per cent, A 
diagnosis of multiple colloid adenomatous goiter 
with secondary hyperthyroidism associated with preg- 
nancy was made. At that time the patient was ap- 
proximately four months pregnant. While under 
medical treatment the BMR rose to +71 and preop- 
eratively was reported as +16. After 30 days of 
preparation with propylthiouracil the patient became 
euthyroid and the last ten days of her preparation was 
changed to iodine solution, On May 6, 1952, a bi- 
lateral subtotal thyroidectomy was done at which 
time the patient was five and one-half months preg- 
nant. The pathological diagnosis was reported as 
nodular nontoxic goiter, The patient's postoperative 
course was entirely uneventful and she was followed 


> 


closely for the remainder of her prenatal period by 
her obstetrician, who delivered a normal infant on 
August 20. 

Case 2 (Mrs. N. S.). This 23-year-old white 
woman was first seen in consultation on October 14, 
1957. She had a four month history of primary hyper- 
thyroidism, and on August 9, the PBI was reported 
as 55.0 gamma per cent and the radioactive tracer 
study was compatible with diffuse hyperthyroidism. 
Preparation was with propylthiouracil and iodine in 
the later stages. Her last menstrual period was Sep- 
tember 4. The patient was found to be euthyroid and 
with early pregnancy confirmed by pregnancy tests. 
On October 15, a bilateral subtotal thyroidectomy 
was done at which time the patient was considered 
to be one month pregnant. At operation there was 
diffuse enlargement of both lobes of the thyroid gland 
and the pathological report was adenomatous goiter 
with hyperplasia. The patient's postoperative course 
was entirely uneventful and she was followed in the 
remainder of her prenatal period by her family 
physician, who delivered a normal infant at term.* 

Case 3 (Mrs. N. R.). This 27-year-old white 
woman had a past history of thyrotoxicosis for ap- 
proximately six months. Her last menstrual period 
was on June 22. On June 16, a radioactive tracer 
test was done which revealed an elevated uptake of 
iodine by the thyroid gland and a decreased excre- 
tion of the iodine in the urine, The protein bound 
iodine was 14.1 gamma per cent. She had the classi- 
cal symptoms of primary hyperthyroidism and on 
July 16, preparation with propylthiouracil was begun. 
After having amenorrhea for two and one-half 
months an Aschheim-Zondek test was done which 
was reported as negative. In October the pregnancy 
test was repeated and reported as positive and the 
patient was considered to be four months pregnant. 
At that time the protein bound iodine was reported 
as 10.1 gamma per cent, After four months prepara- 
tion with anti-thyroid drugs with iodine solution in 
the later stages of the preparation, the patient was 
considered to be euthyroid. On November 12, a 
bilateral subtotal thyroidectomy was done. At the 
time of operation the patient was five and one-half 
months pregnant, At surgery the gland was found to 
be diffusely enlarged and quite vascular. The patho- 
logical. report was returned as adenomatous goiter 
with hyperplasia of the thyroid gland. The patient’s 
postoperative course was entirely uneventful and she 
was discharged four days postoperatively. During the 
remainder of her prenatal course she was followed 
quite closely without evidence of clinical hypothy- 
roidism. The protein bound iodine on. two occasions 
was reported as 7.0 gamma per cent. On March 22, 
she was delievered by her physician. The infant was 


* Case 2 included through courtesy of Dr. D. M. Thomp- 
son. 


} 
i | 
| 
| 
x 
| 
| 
| | 
| 
| 


DECEMBER, 1959 539 


normal without any evidence of thyroid enlargement. 
A cord blood was drawn which was reported 7.8 
gamma per cent protein bound iodine. 

Case 4 (Mrs. J. E.). This 27-year-old woman was 
first seen on September 22, at which time she was 
found to have primary hyperthyroidism and to be five 
and one-half months pregnant. The advice of anti- 
thyroid preparation followed by surgery was refused 
by the patient and the patient’s hyperthyroidism was 
treated with 200 mg. of Itrumil® daily. The anti- 
thyroid medication was taken irregularly by the pa- 
tient and completely discontinued the last month of 
her pregnancy. On December 15, the patient was de- 
livered of a live, male infant, seven Ibs. and five oz. 
The delivery was spontaneous and a frank breech 
presentation. The infant was microcephalic and this 
diagnosis was confirmed by pediatric and neurosur- 
gical consultation, This patient’s postpartum course 
was uneventful and follow-up examination three 
years later revealed the primary hyperthyroidism to 
still be present and the patient disregarded advice 
concerning anti-thyroid medication and surgery.* 

Case 5 (Mrs. E. D.). This 23-year-old white 
woman was first seen on September 20, At that time 
there was a non-toxic diffuse goiter with a Grade III 
enlargement and the patient was eight months preg- 
nant. On October 24, she delivered a normal female 
child. On October 27, a bilateral subtotal thyroidec- 
tomy was done and the pathological report was re- 
turned as diffuse colloid goiter. On the fourth post- 
operative day and seventh postpartum day the patient 
was discharged from the hospital. 


Discussion 


Pregnancy itself, minus any hyperthyroidism, is 
normally a hypermetabolic state and it should be re- 
membered that some pregnant women may have PBI 
values of 11 or 12 and BMR'’s of +15 or +20 and 
have no apparent thyroid disease.'* In addition some 
women may have clinical signs of hyperthyroidism to 
the extent of thyroid enlargement, tremor, tachy- 
cardia, etc., yet not have active thyroid disease be- 
cause there is normally an increased demand for thy- 
roid hormone during pregnancy. 

Four cases of hyperthyroidism in pregnancy have 
been presented. Three cases were treated by the ad- 
ministration of anti-thyroid drugs followed by sub- 
total thyroidectomy. The fetal and maternal life loss 
was zero. 

During preoperative medication hypothyroidism 
was carefully avoided. During the postoperative pre- 
natal period careful and frequent examination of the 
mothers failed to reveal any evidence of hypothy- 
roidism. None of the infants revealed an enlarged 


*Cases 1, 3, 4 and 5 included through courtesy of Dr.. 
E. G. Anderson. 


thyroid gland and follow-up reveals that none have 
developed cretinism. 

Case 3 was found to have a PBI of 7.0 gamma per 
cent during her last month of pregnancy and this low 
figure could represent hypothyroidism. 

Case 4 was first seen at which time she was five 
and one-half months pregnant. Two months therapy 
with moderate dosage of the anti-thyroid drugs was 
used. The patient did not take her medication reg- 
ularly and it is most likely that the fetal monstrosity 
can be attributed to the uncontrolled hyperthyroidism. 

Case 5 of a nontoxic diffuse goiter associated with 
pregnancy has been included in this series only to 
emphasize conservative management of thyroid dis- 
ease during the last trimester of pregnancy. This pa- 
tient avoided a second hospitalization by having a 
thyroidectomy a few days after delivery with no in- 
crease in the length of hospital stay for routine ma- 
ternity cases. 


Summary 


Four cases of hyperthyroidism in pregnancy have 
been presented, Three cases were treated by admin- 
istration of anti-thyroid drugs (thiocarbamides) fol- 
lowed by subtotal thyroidectomy. There were neither 
late complications of pregnancy nor fetal abnormal- 
ities. Careful preparation with the thiourea derivatives 
followed by surgery is found to the a safe method of 
management in the first two trimesters of pregnancy. 


928 North Emporia Ave. 
Wichita, Kansas 
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Workmen’s Compensation 


The Rights, Privileges and the Obligations 


M. E. PUSITZ, M.D., Topeka 


It is important for the injured workman and the 
doctor to have knowledge of ‘““‘The Workmen’s Com- 
pensation Law” of Kansas, just as it is for the service- 
man to have some knowledge of “The Articles of 
War.” It is just as important to work up efficiently the 
“case record” of an injured workman as “the 201 
file” of the serviceman. Realizing this, the State of 
Kansas has published a handbook, “Workmen’s Com- 
pensation Law,” which was last compiled in 1955. It 
is not only for lawyers, but for doctors and workmen, 
and it shows how far advanced our own legislation is 
in this field. 

Prior to 1911, in the state of Kansas, the burden of 
industrial accidents (and certain occupational hazards 
and diseases) such as actual injury, illness, medical 
and hospital expenses, and loss of wages was borne 
entirely by the worker himself, except in those in- 
stances where the employer was conscious of a moral 
obligation to his employees, Workmen's compensa- 
tion law is a social reform which provided legal ma- 
chinery enabling the worker to get adequate protec- 
tion, treatment, and rehabilitation. This country 
lagged behind other countries in this type of legisla- 
tion. Germany in 1883; Austria in 1887; Great 
Britain in 1897; Denmark, Italy, and France in 
1898; and Russia and Belgium in 1903; all enacted 
their first workmen’s compensation laws. Many laws 
of this nature were introduced in the various states, 
but they were all declared unconstitutional until Wis- 
consin, Washington, and Kansas in 1911 passed per- 
manent workmen’s compensation laws. 

The specific purpose of the act, as related to the 
medical profession, was that the worker should get 
complete and adequate treatment, not as a “charity 
case,” not even as a “clinic” case, but to receive the 
individual attention of the doctor as a “‘private pa- 
tient.” Indeed, even more so since, because of the 
final disability evaluation, the result was more open 
to public scrutiny. This changed the entire status of 
the injured worker treated under compensation law. 
The doctor was no longer donating his services, in 
part or in whole, but was receiving “full paymeat.” 
This was an elevation of ‘the stature of man.’ It is 
interesting to note that the first principle of the code 
of ethics of the American Medical Association is: 


For Physicians in Kansas—Part I 


“The principal objective of the medical profession 
is to render service to humanity with full respect of 
the dignity of man. Physicians should merit the con- 
fidence of patients entrusted to their care, rendering 
to each a full measure of service and devotion.” 


Although the employer was liable for a certain 
maximum medical expense in any one accident, in 
1911, there was no bona fide schedule of fees. There 
were many defects in the law at that time. As soon 
as the maximum medical expense was reached, treat- 
ment was stopped as far as the employer was con- 
cerned, Cases had to be settled by arbitration, or by 
court action which would use juries composed of 
persons who had not the slightest idea about trauma, 
and its relationship to disabilities. This was costly 
to the workman, but not to the employer. Many 
amendments were necessary, but this act of 1911 was 
a good first step: the workman had elevated his 


A presentation of some important 
provisions of our Workmen’s Compen- 
sation Law and a discussion of the ways 
in which the physician is involved—his 
obligations and his rights. The impor- 
tance of moral integrity to insure the 
best treatment and ultimately the best 
disability evaluation for the workman. 
The next issue will conclude the article. 


stature as man, and amendments did follow to pro- 
tect him. 

In 1927 the State of Kansas passed a law which 
created the workmen’s compensation commissioner. 
This was achieved by adding another member to the 
Labor Board, this additional member to act as the 
workmen’s compensation commissioner. In 1939 
when the labor law was amended, and the labor 
board was abolished, a further act created the work- 
men’s compensation commissioner as a separate and 
distinct administrator, This was a milestone in the 
progress of workmen’s compensation law. 

The creation of a workmen’s compensation com- 
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missioner enhanced the principles of the law because 
now there was created an agency with personnel that 
could study the problems in traumatic medicine and 
surgery, and could interpret the law relating to 
sequelae and disabilities resulting from accidents and 
certain occupational diseases. This step was impor- 
tant since new members of the legal profession some- 
times interpret the law differently—mainly to the 
gain of their own clients. Here also was an excellent 
medium through which to further captivate the at- 
tention of the medical profession to this field, since 
all doctors were not sold on the idea then; nor are 
they all sold on the idea today. Only through self- 
sacrifice of the medical profession could such a law 
be successful. 

The workmen’s compensation commissioner im- 
mediately made contact with the Kansas Medical So- 
ciety (1927). Special committees (appointed by the 
medical society) had many meetings with the com- 
missioners and there was jointly established what was 
then considered a fair schedule of fees. There were 
no catches in this. It was desired that the worker be 
considered as a “private patient,” and hence a work- 
ing schedule of fees was established. Like procedures 
could, by comparison, be given a reasonable value. 
To catalogue all medical procedures then in use, and 
particularly those that might arise in the future, 
would be almost impossible. The medical expense of 
each procedure was arranged so as to be acceptable in 
the vast majority of cases, and amendments were al- 
lowed in certain exigencies. The right to pro-rate 
fees for the doctor and hospital were agreed to by 
the medical profession. This meant a sacrifice on the 
part of the doctor in comparison to private patient 
fees even though he considered the patient as a 
private case. This sacrifice is poorly understood by 
employers, or their carriers, and even members of the 
legal profession. 

All thru the years, there has been the utmost of 
cooperation between the medical profession and the 
workmen’s compensation commissioners. The sched- 
ule of fees for medical services is listed in the hand- 
book of the State of Kansas in section 51-9-7. Even 
though some of these fees were established about 25 
years ago, they still remain and are honored by the 
medical profession. There have been amendments. It 
is to be noted that once an amendment is approved 
by the commissioner, there is legal machinery where- 
by it becomes “law.” It can only be changed by 
further amendment of the law. 

The relationship of the medical profession to 
workmen’s compensation law is summarized in the 
first paragraph of section 44-510 of the handbook, 
previously mentioned. There have been many mis- 
interpretations by the employer, his insurance car- 
riers, and lawyers, of this portion of the law. This 


will be a careful explanation of the original con- 
cepts, which serve for the protection of the doctor, 
employee, and the employer. It is not a “legal exposi- 
tion” but an explanation of the original concepts of 
the medical profession in their cooperative effort to 
protect the workingman. The first paragraph in the 


handbook, section 44-510 reads: 


“TREATMENT AND CARE OF INJURED 
EMPLOYEES. It shall be the duty of the employer 
to provide the services of a physician or surgeon, 
and such medical, surgical, and hospital treatment, 
including nursing, medicines, medical and surgical 
supplies, ambulance, crutches, and apparatus, as may 
be reasonably necessary to cure and relieve the work- 
man from the effects of injury; but the cost thereof 
shall not be more than twenty-five hundred dollars 
($2,500) nor shall the period of time during which 
same are to be provided exceed one hundred and 
twenty (120) days from the date of the accident: 


PROVIDED, that in extreme cases the commissioner 
may, after proper showing, require the employer to 
provide medical, surgical, and hospital treatment for 
a longer period than said one hundred and twenty 
(120) days: 


PROVIDED FURTHER, that all fees and charges 
under this section shall be fair and reasonable, shall 
be subject to regulations by the commissioner, and 
shall be limited to such as are fair and reasonable for 
similar treatment of injured persons of a iike stand- 
ard of living. The commissioner shall have jurisdic- 
tion to hear and determine all disputes as to such 
charges. No employer shall be liable for any medical, 
surgical, or hospital treatment, including nursing, 
medicines, medical and surgical supplies, ambulance, 
crutches and apparatus, nor for any physician's or 
surgeon’s fees in excess of the amounts hereinbefore 
expressed. If the employer has knowledge of the ac- 
cidental injury and refuses or neglects to reasonably 
provide the benefits herein required, the employee 
may provide the same for himself and the employer 
shall be liable for such expense subject to the limita- 


tions herein expressed. 


PROVIDED FURTHER, that if the services of the 
physician or surgeon furnished as above provided are 
not satisfactory to the injured workman, the commis- 
sioner may authorize the appointment of some other 
physician or surgeon, subject to the limitations as to 
total charges for the benefits in this section provided 
and the period over which same shall extend as 
hereinbefore expressed.” 


The underlining is used to indicate the original 
“standard section,” and the three added sections 
which represents amendments. The amendments are 
added provisions, over and above “the standard sec- 
tion.” 
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The first section of this paragraph which begins: 
“It shall be the duty of the employer . . .” is the 
standard section and needs no explanation, and for 
which there is a definite schedule of fees, described 
in section 51-9-7 of the handbook. 

The second section of this paragraph which reads 
in part: “PROVIDED, that in extreme cases . . .” is 
an amendment, or an added provision, over and 
above that in the first section. The “maximum of 120 
days” goes back to the early ideas in the practice of 
medicine; when it was customary to allow certain 
periods of time for the healing of an injured struc- 
ture, such as three weeks for one fracture, six weeks 
for another, with about three months for a fracture 
of the femur, etc. During the period of 1911-1927 
(before the establishment of the workmen’s com- 
pensation commissioner) such periods for healing 
were even given under ‘‘prognosis” in certaii text- 
books of surgery. The medical profession soon found 
that this was fallacious, particularly as there devel- 
oped a group of specialists, called orthopaedic sur- 
geons. Indeed, compensation law had much to do 
with the tremendous growth of this group. There is 
no true average healing time since each case differs 
from another. Everything depends upon the individ- 
ual case, complications encountered, the time element, 
etc. A fracture has no set time in which it must 
heal. It may be healed in six weeks; it may not be 
healed in six months; it may not be healed in a 
year or two or more. The fact that we have no means 
of identifying soft tissue structures with the same 
exactness as we have in bone (by means of x-rays) 
makes injury of these structures no less individual 
problems. The more experienced traumatic surgeon 
gives no exact healing period beforehand. For ex- 
ample, in his second edition, ‘Shoulder Lesions,” 
published by Paul B. Hoeber and Co., Inc., in 1953, 
Dr. H. F. Mosely, on page 254, in discussing re- 
education in stiff and ‘frozen’ shoulder states, ‘The 
time taken to effect a cure may vary from a few 
weeks to two years.” The human body is not a ma- 
chine like an automobile, where, when a part is dam- 
aged, it can be removed and a new part put in to 
replace the old. In truth, there are no such things 
as “new feet for old.” In the human body, there 
is a tremendous number of variables, and superim- 
posed on top of this all is the nervous system. 

Workmen's compensation law is a social reform, 
the object of which is to afford protection to the 
workman. The commissioner has the power to 
lengthen this healing period of “120 days’; and 
there is then no limit set as to the amount of time 
involved. Credence and faith are expressed that the 
commissioner will give proper lengthening of this 
period. Once he has, then it is law, unless and until 
some higher court is appealed to (by the employer 
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or his insurance carrier) in order to set aside this 
ruling (and this has to be done within a certain 
period of time). It is seldom, indeed, that a higher 
court would interfere with such a clear-cut admin- 
istrative power of the commissioner. 

The third section of paragraph (1) of 44-510 of 
the handbook which begins: “PROVIDED FUR- 
THER, That all fees and charges under this sec- 
tion. . .” includes two additional provisions in this 
amendment, over and above the first standard section. 
They both require careful explanation since they 
have been so frequently misinterpreted that legal ex- 
perts seldom arrive at the same opinion (not realizing 
that this was part of the original agreement with 
the medical profession). 

An added provision is embodied in: 


“PROVIDED FURTHER, That all fees and 
charges under this section shall be fair and reason- 
able, and shall be subject to regulations by the com- 
missioner, and shall be limited to such as are fair 
and reasonable for similar treatment of injured per- 
sons of a like standard of living.” 


The first standard section is governed by a sched- 
ule of medical fees, described in section 51-9-7 of the 
handbook. This added provision has no schedule of 
fees, since it applies to certain extenuating circum- 
stances. Since this would be controversial, it is 
further stated: 


“The commissioner shall have jurisdiction to hear 
and determine all disputes as to such charges.” 


In this amendment, there is no exact amount de- 
lineated as “the maximum medical expense.” It fol- 
lows the amendment wherein the commissioner can 
lengthen the period of 120 days. There is, therefore, 
no maximum either in the period of time or in the 
amount of expense. This added provision is not a 
superfluous one. There are instances in which cer- 
tain of the necessary treatment procedures may dis- 
sipate the entire maximum amount for medical ex- 
pense ($2,500), embodied in the standard section, 
which cannot be pro-rated. Take, for example, a 
severe multiple injury case, where around-the-clock 
nursing is required for a prolonged period of time. 
The hospital does not guarantee nursing care of 
severely injured patients; they have the right to 
request that the doctor supply private nurses; the 
doctor usually requests this before the hospital can 
demand it. The Kansas Nursing Association has never 
agreed to comply with workmen’s compensation law. 
Therefore, there is no way in which the employer 
(or his carrier), not even the compensation commis- 
sioner, can pro-rate the fee for private duty nursing 
care. The fee for private duty nursing at this time 
is $16.00 for each eight hours. This would amount 
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to $48.00 per day. In 52 days, the entire maximum 
medical expense would be exhausted. Does this mean 
that the doctor and the hospital must continue the 
treatment until maximum of improvement has been 
achieved, with no recourse at all? This is where this 
particular provision can be invoked. There is no 
schedule of fees, but the law is specific as to what 
charges the doctor can then make. 

While private duty nursing is the main drag upon 
upsetting of maximum medical expense, there are 
others. There is no law which can force a drug store, 
or bracemaker, or artificial limb company, or corset 
company to conform to the pro-rating of charges. 
Indeed, most of them require payment on delivery, 
or the doctor or some responsible person must guar- 
antee payment. Where, due to pro-ration, the medi- 
cal fees become lower than those charged for the 
treatment of similar injury in an injured person of 
a “like standard of living,’ then this provision can 
be invoked, according to the original concept, This 
is an excellent added provision, and further protects 
the workman (and the employer as well) since it 
guarantees uninterrupted treatment of the injured 
workman so as to enable a total (temporary) dis- 
ability to reach maximum improvement. It is cost- 
saving and not cost-expanding. The commissioner 
must review all charges under such extenuating cir- 
cumstances. 

The second provision in this third section “If the 
employer has knowledge . . .” is a precursor to the 
amendment in the fourth section of paragraph (1) 
of 44-510 of the handbook. It has to do with “the 
irrevocable necessity of the worker to abide by the 
decision of the company doctor’; this latter really 
goes back to the period 1911-1927. It has been kept 
on the statute books, but there have been amend- 
ments. 

The old contention of the insurance company ex- 
ecutive (and employer) was that he had better know!l- 
edge of which doctor to choose for the particular 
work to be done (specialist), The claim was made 
that the right choice of doctor (1932) would afford 
the best treatment; that specialists were few and far 
between; that the right choice was good not only 
for the employer, but, above all, for the workman. 
If this were true, then it was, indeed a humanitarian 
motive. However, regardless of the true motives 
which originated this in the law, soon there was 
necessity for amendment. The first such amendment 
was a mild one, and is found in section 51-9-1 of 
the handbook: 


“It is urged that medical and hospital care should 
not be stinted for the reason that the avowed pur- 
pose of such is to bring an end to disability, hence 
compensation, and put the injured party back to 
work. Therefore, employers and insurance carriers 


are encouraged not to confine themselves to their 
legal liabilities with regard to medical and hospital, 
but to maintain a liberal attitude, it being felt that 
it is to their own benefit in the long run. It is a serv- 
ice being rendered to bring about the cessation of 
compensation.” 


There are many employers, insurance carriers, their 
representatives, and lawyers who have maintained 
this liberal (and humanitarian) attitude. But, while 
time is relative and stands still, humans change. Soon 
there was the necessity of putting teeth into this 
urging. In the same section of 51-9-1 of the hand- 
book: 


“Attention is called to the wording of the act: 
‘It shall be the duty of the employer to provide the 
services of a physician... .’ 


“It is, therefore, the duty of the employer to pro- 
vide medical services, and if he is derelict in pro- 
viding such services, then the employee is warranted 
in going to a doctor of his own choice and the em- 
ployer will be liable for such services rendered.” 


From the angle of the medical profession, all inter- 
pretations must consider the precepts for the law 
(the original agreement with the medical profes- 
sion), the intent of the law, and the precedent after 
the law. Obviously, the interpretation prevalent dur- 
ing 1911-1927 will not hold in 1959: the standard 
of living has been greatly elevated; workmen’s com- 
pensation law has been continually amended in favor 
of the workman; the entire practice of medicine has 
changed, and changed greatly. 

Some members of the legal profession, executives 
of insurance companies, and employers have never 
fully realized the tremendous change in the practice 
of medicine in the last 25 years. A lawyer, once 
he gets his diploma, is at once a “practitioner of 
law”; there is no interneship, assistant residency, 
residency, fellowship, or clinical assistancy compa- 
rable to that in the medical profession. Even the 
general practitioner in medicine usually now has two 
years of postgraduate interneship or residency; he 
is constantly urged to take refresher courses from 
time to time; he is under constant surveillance on 
the hospital staff (self-imposed). Specialists must 
now have the diploma from specialty boards, signify- 
ing not only adequate postgraduate training but that 
they have passed higher examinations in their field. 
They are regulated on the hospital staff (self-im- 
posed), Specialists, however, are for the difficult and 
complicated cases, and not for the general run of 
cases of injury (or disease). The doctor-patient rela- 
tionship is again coming into its own. An excellent 
editorial in the JOURNAL OF THE KANSAS MEDICAL 
SocieTy of October 1958 states: 
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“As the world changes, so does the practice of 
medicine. Years ago, the physician was primarily a 
family doctor possessed of deep understanding and 
practical wisdom, but with not more than a handful 
of really effective weapons against disease. Now the 
doctor has a wealth of amazingly effective therapeutic 
agents and improved technics for the diagnosis, pre- 
vention and treatment of diseases. 


“It appeared for a time that rapid strides in science 
of medicine would submerge the ancient art of the 
physician. Fortunately, however, the art of medicine 
has been saved by the physicians themselves, because 
they realize they need to know people, their wor- 
ries and problems, almost as well as they know physi- 
cal signs and symptoms.” 


Not only has there been an elevation of standards; 
not only has there been a return to the art as well 
as the science of the practice of medicine, but even 
with reference to specialists, there has been ample 
multiplication of their number, so that adherence to 
one specialist can no longer be explained along hu- 
manitarian motives. The “doctor-patient” relationship 
is a fundamental basis for adequate treatment. How- 
ever, even this large number of specialists would be 
inadequate to treat all the cases. Knowledge is being 
disseminated to the general practice, with freedom 
and courtesy, and with “no strings attached.” In an 
editorial in the journal Orthopaedics, November 
1958, the following is stated: 


“There are over 65,000 general practitioners, over 
10,000 general surgeons, over 6,000 pediatricians, 
and about 3,000 orthopaedic specialists. These take 
care of approximately 175,000,000 people in the 
United States. It is reasonable, therefore, to assume 
that much of the treatment of orthopaedic cases is 
done by those other than orthopaedic surgeons, and 
it is up to the latter to help improve, wherever pos- 
sible, the care administered by the former.” 


In all approved hospitals, there are accreditation 
committees who gauge the ability and training of the 
doctor. Where this is insufficient, consultation is re- 
quested (and this again is a self-imposed require- 
ment). The medical profession has been free in rais- 
ing its own standards, and determining the ability of 
its own members, for the protection of the public. 
However, “‘monopoly’’ practice is not tolerated. 
The public is well cognizant of this progress. The 
doctor-patient relationship is held as the most im- 
portant principle in the code of ethics of the Amer- 
ican Medical Association. In a survey conducted by 
Opinion Research Corporation, Princeton, N. J., for 
the American Medical Association, 76 per cent of 
the people believed the individual’s right to chose 
the physician of his choice is extremely important, 
even under economic pressure; and 88 per cent be- 


lieve the continuity of the doctor-patient relationship 
is vital to good medical care (see the AMA News, 
Oct. 20, 1958). 

In section 51-9-1, there is also: 


“If the employer has done his part in providing 
medical care and the employee does not avail him- 
self thereof, but goes to a doctor of his own choos- 
ing, the employer will not be liable for any such 
medical service.” 


By some, this has been interpreted as negating all 
that went before. From the medical aspect of work- 
men’s compensation law this is incorrect, This is 
inserted to protect the employer if the patient should 
refuse specialized type of care (where such care is 
essential) and prefers inadequate care which jeopard- 
izes the final result. The aspects of “reasonableness,” 
“dereliction,” and “derelict” remain for interpreta- 
tion by the commissioner, The State of Kansas has 
indeed been fortunate in the commissioners who have 
acted to protect the workman at all times, whether 
represented by legal counsel or not. At times, this 
has not been simple since testimony from doctors 
varies greatly at times. 

Doctors are human beings, and like all human 
beings have different traits and characteristics, which 
to some extent are molded by the particular type of 
training received in undergraduate and postgraduate 
studies. No two doctors need think exactly alike. One 
doctor may resort to radical surgery early; another 
doctor may be conservative in his approach to the 
same problern. Both may achieve the same end result. 
One doctor may take much pains in explaining the 
pathology present and the type of treatment advis- 
able; another doctor may feel that it is not to the 
advantage of the patient to know; both may achieve 
the same end result. Some doctors speak of cure, 
and honestly believe they have achieved a cure, 
regardless of the patient’s remaining symptoms. Other 
doctors speak mainly of maximum improvement, and 
infrequently of cure. Both are sincere and honest 
in their beliefs. 

The first group explain remaining symptomatology 
on the basis of neurotic temperament, compensation- 
itis, or even malingering. The claim is made that once 
the case is settled, the patient will cease complaining. 
There is no question that in a certain percentage of 
cases this is correct. But, this has done much to dis- 
turb public relations between the medical profession 
and the public; especially since, over the years, con- 
tinued studies have shown that in many instances 
complaints have not ceased (some of these cases have 
later become clients of welfare agencies, vocational 
rehabilitation services, or even county cases). In 
truth, there is an adaptation of many settled cases 
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to environment, since the patient Aas to return to 
work, and further complaints would be detrimental 
to the workman in a competitive labor market. A 
worker might have an amputation of a leg, be finally 
fitted with an artifical limb, and be able to adapt 
to his environment satisfactorily; nonetheless, the 
disability does remain, and with certain syndromes; 
symptoms can flare up at any time and under much 
more trivial circumstances. The second group, there- 
fore, prefer not to speak of cure. 

There are so many variable factors, once definite 
pathology has been diagnosed, this group honestly 
believes that few of them return to absolute normal. 
Each pathological incident is cumulative. A frequent 
example is the boxer. If a boxer is knocked out, and 
sustains a brain concussion, and recovers from the 
concussion, but with remaining symptoms such as 
headache, or dizziness, or nervous instability, there 
has not been an “absolute cure.”” There are no ob- 
jective findings at all; yet each subsequent injury 
leaves its mark, until finally he may become “‘punch 
drunk.” In this final stage, of course, there may be 
all kinds of objective evidence. Diagnosis is then 
simple. The crux of the problem is to make the diag- 
nosis in the early stages (and to prevent this stage 
of objectivity). 
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That no two doctors think alike is not unethical; 
rather it demonstrates the honesty and integrity of 
the medical profession, Independence of thought and 
honesty of purpose is the goal. In 51-9-8 of the 
handbook, this is stressed: 


“Where a physician is testifying at a trial he should 
be independent as to his opinion. He should not 
follow the opinion of another physician he has heard 
testify, but he should give his own independent judg- 
ment and stick with it. If attorneys argue with him 
as to his opinion, he can always answer by saying 
that the estimate is an opinion of his own on a ques- 
tion on which he has been called to give his best 
impression, and having done so, it can be taken for 
what it is worth by the attorneys or by the court.” 


Conformists cannot be true to their profession. Each 
doctor must base his opinion upon his own investiga- 
tion, consisting of a thorough history and physical 
examination, using laboratory procedures as adjuncts. 


(Dr, Pusitz’s article will be continued in the 
January issue of the JOURNAL.) 


628 Mills Building 
Topeka, Kansas 


BACK THE 
ATTACK 
On Traffic 
Accidents 
WITH THESE 
SPEED RULES 


» Drive at a speed that will enable you to 
stop in the assured clear distance ahead. 


» Slow down before you get to curves and 
intersections. 


> At night, drive at the speed which will 
let you stop within your headlight range. 


> Drive with traffic. You are probably going 
too fast if you are passing many cars— 
too slow if many are passing you. Where 
children are playing, be able to stop in 
a car length or less. 


>» When you're tired or inattentive, stop. 
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Typhoid-Like Infection 


From a New Neon-Motile Gram Negative Rod Pathogen 


NOBLE P. SHERWOOD, M.D., Lawrence 


The case from which this new organism was iso- 
lated illustrates the need for great care and cerebra- 
tion in the interpretation of the physical and clinical 
laboratory findings in suspected typhoid fever or even 
brucellosis. The salient features of the case were as 
follows: 

A physician was called in to see a 40-year-old white 
male whose temperature was 102°F., the other find- 
ings being essentially negative. He was admitted to a 
hospital where it was found that he had a leukopenia 
with a relative lymphocytosis. His blood culture yield- 
ed a plump non-motile, or apparently non-motile 
gram negative rod that was agglutinated by anti- 
typhoid rabbit serum. The physician made a tentative 
diagnosis of typhoid fever caused by an atypical 
non-motile strain of Salmonella typhosa. The results 
of further studies, by the author, of the organism in 
question may be briefly summarized as follows: 


Summary of Results 


1. The results of a Gram stain, motility test, 
morphology and flagella stains revealed that the 
organism was a plump gram-negative, apparently 
non-motile rod that possessed a single polar flagellum. 
(Figures A and B, on plate I.) 

2. The organism did not require CO, for growth 
on either plain agar or blood agar. On both of these 
solid media it readily dissociated thus forming both 
butryous smooth colonies and rough colonies as shown 
in figures C and D on plate I. 

3. The organism during a period of ten days ob- 
servation did not ferment dextrose, lactose, mannite, 
saccharose, arabinose, xylose, glycerine, maltose, or 
inulin. It reduced nitrates but did not form indol, nor 
liquefy gelatin nor form H,S. It is possible that it 
would have produced H.S if tested immediately after 
isolation, but it had been subcultured several times 
before further studies were made. In regard to the 
test for HS, Topley and Wilson say, ‘The test should 
therefore be made as soon after isolation as possible. 
The interpretation of this test can be summed up by 
saying that, although failure of a given strain to pro- 
duce H.S beyond the first day does not exclude its 
being of the abortus or American suis type, the con- 


The author wishes to express his thanks to Dr. C. M. 
Downs for suggesting a title for his paper. 


tinued production of H,S after the first day affords a 
strong presumption that it is not of melitensis or 
Danish suis type.” The litmus in milk was not re- 
duced or altered in color. 

4. Antisera prepared by immunizing several rabbits 
with killed suspensions of the organism agglutinated, 
to approximately the same titre, killed suspensions of 
the organism itself, Salmonella typhosa and Brucella 
abortus respectively but did not agglutinate suspen- 
sions of the caprine strain or Pasteurella tularensis. 
The serum did not agglutinate suspensions of B. 
alkaligenes but agglutinated suspensions of B. gal- 


The results reported in this paper in- 
dicate the importance of a flagella stain 
as well as fermentation reactions of the 
organism in question when a plump 
gram negative, motile, slightly motile or 
apparently non-motile rod is isolated 
from a patient suspected of having ty- 
phoid fever or brucellosis, even though 
the patient may develop a positive Widal 
or agglutinins for Brucella abortus. 


linarum and B. pullorum in dilutions of 1:50 and 
1:100 respectively. It is interesting to report that the 
patient developed a positive Widal late in the second 
week. 


Discussion 


When one reviews the prodromal symptoms, the 
slow pulse in respect to the temperature, the leuko- 
penia and blood culture yielding a gram negative rod 
that was agglutinated by anti-typhoid immune serum, 
one can understand why a physician might make a 
diagnosis of typhoid fever. He might know that non- 
motile strains of Salmonella typhosa have been de- 
scribed. On the other hand, if he had suspected bru- 
cellosis because the organism was a plump, apparently 
non-motile rod and because an atypical strain may 
show growth within 48 hours and may not require 
CO, and had requested an agglutination test using 
anti-Brucella abortus serum, he would have made a 
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diagnosis of brucellosis. If the physician had, before 
making a definite diagnosis, requested a flagella 
stain, he would have found, as did the author, that 
the organism differed from both Salmonella typhosa 
and all of the brucella strains, in that it is monottri- 
chous, whereas, S. typhosa is peritrichous and all of 
the brucella strains are atrichous. If the physician, in 


cases like this, would request the technician to de- 
termine whether the organism in question ferments 
dextrose and other substances mentioned in paragraph 
three above, he would discover that it resembled 
Brucella abortus in that it does not produce acid in 
any of the fermentable substances listed. 

While the clinical course of this case varied some- 


PLATE I 


Fig. A. Morphology Butyrous, Smooth Colony Organ- 
ism. 


Fig. C. Butyrous Smooth Colony. 


Fig. D. Rough Colony. 
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what from that of brucellosis in that the patient had 
a normal temperature after the fourth week, had no 
relapses during the following year and had no com- 
plication, it nevertheless resembled many atypical 
cases of brucellosis as well as typhoid fever. In regard 
to cases of this kind, Hardy, et al., state that: 

“In the diagnosis of undulant fever, due consider- 
ation must be given to the occurrence of atypical 
forms. These infections may closely simulate other 
diseases, and an accurate diagnosis is then dependent 
upon laboratory findings. Atypical cases, selected 
from our series, are presented in Appendix C. A 
study of these case histories will reveal that undulant 
fever may present the clinical manifestations of ty- 
phoid fever, tuberculosis, bronchopneumonia, men- 
ingitis, cystitis, ‘rheumatism,’ and various surgical 
conditions.” 

The organism in question grows more rapidly than 
any of the typical brucella strains. Because of the 
presence of a single polar flagellum the organism can 
not be classed under the genus Brucella, and because 
of the bizarre antigenic factors present in it, it is dif- 
ficult to give this organism a species name. So for the 
present, the author is permitting it to be listed as, 
“An unidentified motile or an apparent non-motile 
monotrichous gram negative rod.” 

A culture of the organism was turned over to the 
custodian of our stock cultures for lyophilizing so 
that future studies might be made on it when the 
author returned from Indonesia. Unfortunately, the 
organism was not successfully lyophilized and upon 
returning to America the author found the culture 
was lost. The author believes that the reader will not 
find this organism in the literature since he has sur- 
veyed the literature without finding a description of 
it. It is possible that some strains of this organism 


Accurate Dosages for Narcotics 
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that might be isolated in the future may show either 
slight or definite motility. 

It is hoped that this report will alert the physicians 
of Kansas as well as elsewhere to carefully check on 
cases such as have been described in this paper, and 
that a pure culture of the organism may be isolated 
and studied further so that a proper species name can 
be given it. 


Department of Bacteriology 
University of Kansas 
Lawrence, Kansas 
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Errors can occur in the conversion of doses from the apothecary to the metric system. 
The routine use of the official (since 1943) metric system should eliminate the problems 
caused by the troublesome arithmetic of dividing fractions. In preparing the small doses 
of opiates appropriate for infants and children, it is well that instruction be given in the 
proper method of dilution of the larger size tablets so that the proper dose can be given in 
an accurately measurable volume of 1/, to 1 cc. All possible care should be taken in the 
ordering of narcotics to make the orders clear to those who will be administering these 
potent agents. When patients show signs of undue degrees of depression from normal 
doses of drugs, or when accidental overdosage . . . produces severe depression of respira- 
tion or circulation, then the use of the opiate antagonists will be of great assistance in 
treating this complication—Betty J. Bamforth, M.D., Accidental Overdosage of Mor- 
phine Used as Preanesthetic Medication, Wisconsin Medical Journal, April, 1959. 
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Not Four Years, But Forty 


A Look at KUMC’s Postgraduate Medical Education 


E. GREY DIMOND, M.D., Kansas City 


To create the proper setting for my comments, I 
want to give you a word description of my location. 
I am speaking from Kansas City, Kansas. Kansas is 
one of the 50 states of the United States and geo- 
graphically is interesting because it is exactly in the 
center of the United States, From here, the distance 
is at least 1,500 miles to either ocean, to Canada, or 
to Mexico. To further visualize my location, think 
in terms of a large rectangle, laid on its side. This is 
the shape of this state, rigid, Geometric lines on all 
four sides. Only in‘ the uppermost, northeast corner 
is the rectangle broken and here the Missouri River 
forms a small fragment of the border. Perhaps to- 
night you may look at a map and identify for yourself 
this central location of Kansas, and its strange, man 
made shape, with but a small border formed by a 
natural water boundary. 

Kansas City, a city of more than 100,000 people, 
is located on the banks of the Missouri River, high in 
the northeast corner of our state. 

I have tried carefully to paint this word picture of 
my location because much of the significance of my 
story depends upon an understanding of distances 
and transportation involved, 

Kansas is a land of great distances over rolling 
flat prairie. From here on the edge of the Missouri 
River, the opposite border is 400 miles away. This is 
equal to the distance between Amsterdam and Berlin 
or from Rome to Geneva. One can drive from here 
to the oblique opposite corner of the state and the 
distance will be well over 500 miles. The total area 
of Kansas is 800,000 square miles and the popula- 
tion is 2,000,000. Let me express this in other terms: 
our area is but slightly smaller than Great Britian— 
yet our population is no greater than the city of 
Vienna. 

My story, therefore, is to tell you how here in 
Kansas a medical school has attempted to serve its 
duty to the citizens of this state, Kansas supports a 
single medical school. This is the University of Kan- 
sas Medical School and it is located here in Kansas 
City. We graduate 100 physicians each year, a ma- 
jority of whom practice here in Kansas. 

Our medical school curriculum is similar to that 
of any medical school. However, we have, as a 
faculty, endorsed a philosophy which departs con- 
siderably from the traditional role of a medical 


school. Traditionally a medical school’s purpose has 
been to provide a program, usually four years in 
length, which results in the graduation of a doctor 
of medicine. In addition, schools have offered from 
one to four years of advanced training. Here in the 
United States we usually refer to this as the “‘resi- 
dency” years and these years are primarily for train- 
ing in specific areas of medicine: eye, X-ray, heart, 
etc. These, we call ‘the specialties.” Beyond this, the 
medical school and its faculty have not felt an obliga- 
gation to the physician and it has long been the phy- 
sician’s personal responsibilty to maintain his level of 
skill, and his knowledge of new advances. Great med- 


A simply-told story of the achieve- 
ments of KUMC in the field of post- 
graduate medical education. First pre- 
sented as a lecture for the Voice of 
America Forum “The Arts and Sciences 
in Mid-Century America,” in April of 
1959. Later it was broadcast to Europe, 
Africa, Russia, the Near and Far East, 
and South Asia. 


ical centers of London, Paris, Vienna, Heidelburg, 
Boston, etc., have offered this experience but only the 
few could have this advantage and for the average 
physician, an attempt at “reading the literature” had 
to provide for his continuing need for new knowl- 
edge. Here, then, is the area of which I particularly 
want to speak: What has been done in the State of 
Kansas, here in the center of the U. S. A., by a medi- 
cal school, to offer “continuing’’ education for the 
physician. 

We have identified our program with the motto, 
“Not 4 years but 40” and this well describes our con- 
cept: namely, that a student cannot possibly grasp 
the whole of medicine in four years. That there is no 
“whole” of medicine but instead a rapidly moving, 
changing host of information and to be superbly in- 
formed about the medicine of 1959—would leave 
you but illiterate in 1969—unless you, as the phy- 
sician, had vigorously maintained and augmented 
your store of new knowledge. We here at the medical 
school therefore concentrated on providing the stu- 
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dent with a program which would give him an ex- 
cellent basic medical education, but beyond this we 
would try to equip him with the understanding that 
he was simply changing his status at the end of four 
years from that of student to physician-student, and 
that for the full span of his life he must continue the 
role of student: “Not 4 years but 40.” The medical 
school, to meet its share of this responsibility, would 
provide faculty and facilities. This form of educa- 
tion of the physician has become identified as ‘‘Post- 
gtaduate Medical Education” or “Continuation Edu- 
cation.” 

Here in Kansas, we have made ‘‘continuation edu- 
cation” of our graduates a major obligation of the 
faculty. In these past ten years we have gradually 
built and strengthened this program until it is the 
largest such effort in the United States. Here in Kan- 
sas, 1,500 miles from the borders of our country, 
come more physicians each year, for Postgraduate 
training, than to any other medical facility in the 
United States, In the last eight years, 25,000 medical 
people have been here. To fully document our claim 
of “continuing education,” of the 1,800 physicians of 
Kansas, this year more than 1,200 will have attended 
a course offered by this medical school. 

How have we been able to interest the physician 
in this program? First of all, we try, as I indicated 
earlier, to do this during his medical school days. We 
try to install a basic philosophy of obligation to main- 
tain his personal standards. Upon his graduation, we 
make readily available to him well organized pro- 
grams here at the campus. We have constructed a 
large, comfortable auditorium. We have provided 
hotel rooms. Internationally known guest speakers are 
invited. In the past eight years 244 such major pro- 
grams were offered here on the campus. 

In addition, because of the large area of this state 
and its relatively small population, there are many 
rural areas in which the physician is isolated not only 
by distance, but isolated because he cannot leave his 
responsibility. In many areas, a single physician pro- 
vides the only medical care and he cannot leave his 
patients readily or for a period of time. 

We here at the school have therefore tried to bring 
to the physicians of the rural areas of Kansas readily 
available medical education. We have called this ef- 
fort our “circuit courses’” and by this term we mean 
that our faculty, in groups of four, tours the state by 
automobile for periods of one week each. Twenty- 
five such tours, each one week long, take place each 
year. Measured differently, this means that the faculty 
of this school, 100 strong, is out in the state, making 
available, at the local level, medical education. 

Each circuit encompasses from four to six small 
towns and at each of these towns, the physicians from 
the surrounding area gather for a day of instruction 


and discussion. These groups gather between 30 and 
50 physicians and the total enrollment of the entire 
“circuit course” effort is approximately 450 doctors. 

To detail this “circuit course’ concept further each 
year, approximately 25 per cent of the doctors of our 
state participate in 25 hours of medical education, 
which is offered in their own locality by members of 
the medical school faculty. Well over 25,000 miles 
of traveling is required to carry this program from 
here on the shores of the Missouri River out over our 
state. 

We are now into our 10th year of this full effort. 
The original philosophy that a medical school must 
assume an obligation beyond its traditional limits has 
proved good. Here in Kansas we believe we have 
brought to life the spirit of ‘Not 4 years but 40.” 
The graduates of our school continue to be students 
of the University. The asumption of the role of re- 
gional responsibility by the school has been a major 
departure from the pattern of American medical edu- 
cation. We believe we may have been partially re- 
sponsible for a new social concept in the American 
health education system. The other states of the union 
have embarked upon similar efforts and postgraduate, 
continuing medical education as a medical school re- 
sponsibility has become a major force in the health 
welfare of our people. 

Before closing, I want to describe one other 
phase of this program. As I have indicated before, 
we are the only medical school in this state. We are 
supported by the citizens of this state for the purpose 
of providing physicians for this area. We have at 
least 1,000,000 of our population distributed in truly 
rural areas. To assure that our students are familiar 
with this facet of Kansas life, we require every medi- 
cal student to leave the campus for a five week period 
of this fourth year and go out into a community of 
less than 2,500 people and live in the home of a gen- 
eral practitioner. Here he functions as a student, but 
also as a stimulus, The physician helps the student by 
demonstrating to him the actual practice of medicine. 
The student sees patients not as individuals in imper- 
sonal hospital beds, but in his family and home sur- 
roundings. The patient is seen as a whole. The stu- 
dent gains an understanding of the physician’s role in 
a community and an appreciation of the complexities 
and harassments of the practice of medicine. 

However, the student also teaches. He brings to 
the physician fresh ideas of modern factual changes. 
He is closer to his years of biochemistry, physiology, 
and anatomy, and he makes the older man think of 
the reasons “why.” Finally, he acts as a stimulus to 
the physician to seek out further medical education. 
The student learns—but he also stimulates. 

Much of what I have said will seem relevant to 
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CHARLES H. KIRKPATRICK, M.D., Chicago 


The purpose of this paper is to discuss the prob- 
lems in diagnosis and management of malignant car- 
cinoid tumors, as well as the mechanisms producing 
the clinical picture. A previously unreported case 
with biochemical studies is also presented. 

The name “‘carcinoid’’ was first given to these con- 
troversial tumors in 1907 by Oberndorfer who em- 
phasized their benignancy. The parent cell was iden- 
tified as the Kulshitsky cell of the crypts of Lieber- 
kiihn by Masson who demonstrated its argentophillic 
property. These tumors were generally considered to 
be benign, but in the 1930's several cases of metas- 
tasizing carcinoids were reported. In 1952, a case of 
malignant carcinoid with cutaneous cyanosis, pul- 
monary valvular stenosis and tricupsid insufficiency 
was reported by Thorsen, Biorck, and Axen, and the 
possibility of a symptom complex was suggested dur- 
ing the following year by Isler and Hedinger. An im- 
portant contribution was the extraction of serotonin 
from the tissue of a malignant carcinoid in 1953. In 
1954, Thorsen, Biorck, Bjorkman, and Waldenstrom 
suggested that the entire clinical picture was the re- 
sult of the effect of serotonin. They reported 16 cases 
of metastasizing carcinoid tumors with associated 
diarrhea, asthmatic episodes, cyanosis, and flushing of 
the skin and valvular lesions of the right side of the 
heart. This symptom complex has subsequently been 
named the Thorsen Syndrome, 


This is one of a group of theses written by Fourth year 
students at the University of Kansas School of Medicine, 
selected for publication by the Editorial Board from a 
group judged to be best by the faculty at the school. Dr. 
Kirkpatrick is now at the University of Illinois Research 
and Educational Hospital, Chicago, Illinois. 
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THESIS 


Malignant Carcinoid Tumors 


Serotonin’s Role 


Serotonin has also been suspected to have a role 
in hypertension and blood clotting because of its 
vasoconstrictive property. It is also known that this 
property is decreased by passage of the blood through 
the lungs. In 1950, mono-amine oxidase was found 
in the pulmonary vascular bed and identified as the 
enzyme in the degradation of serotonin to 5- hy- 
droxyindolacetic acid. Serotonin is formed in the 
human body by the addition of a hydroxyl group to 
the 5- position of tryptophan in the liver. This com- 
pound is then decarboxylated to serotonin in the gut 
wall, liver, kidney, and probably in the brain. The 
amount of serotonin in the blood is difficult to deter- 
mine because it is absorbed on platelets. However, 
it has been estimated as 0.1-0.3 micrograms per milli- 
liter of serum in normal persons and 0.6-3.0 micro- 
grams per milliliter in patients with the Thorsen 
Syndrome. 


Case Report 


L. L. (KUMC 56-14865), a 59-year-old white 
male, was admitted to the Kansas University Medical 
Center for the first time on November 3, with a chief 
complaint of pain in the right lower chest and upper 
abdomen of four years duration. The pain was ag- 
gtavated by deep breathing and changing position, 
but had no direct relationship to meals. During the 
two years prior to admission, he had become anorectic, 
weak, frequently nauseated and had lost 20 pounds. 
One year before admission he developed orthopnea 
which became so severe that he slept in a sitting posi- 
tion, Nine days before admission, 1,500 cc. of green- 
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ish-yellow fluid was removed from his right pleural 
space. 

He had a chronic, non-productive cough, but 
denied hemoptysis, chills, fever, night sweats, exer- 
tional dyspnea, palpitation, or ankle edema. He had 
smoked one to two packages of cigarettes daily for 
thirty-five years. Several of his relatives had died 
from “cancers.” 

Physical examination revealed a chronically ill, 
cachectic white male weighing 116 pounds. The head, 
eyes, ears, nose, mouth, throat, and neck were es- 
sentially normal. The movements of the right chest 
and vocal and tactile fremitus were decreased below 
the right seventh rib posteriorly, The percussion note 
was dull and the breath sounds were diminished to 
absent below this level. The blood pressure was 100 
mm. Hg. systolic and 80 mm. Hg. diastolic and 
the pulse was 84 and regular. The heart was not en- 
larged and no murmurs or thrills were present. Exam- 
ination of the abdomen was difficult because of the 
tight musculature and the right upper quadrant ten- 
derness, The bowel sounds were somewhat hyper- 
active. Rectal examination revealed a firm, non-ten- 
der, fixed mass along the anterior rectal wall seven 
centimeters above the anus. The skin was warm and 
dry and was noted to have paroxysms of red flushing 
over the chest, shoulders, and face (Figures 1 and 2). 
Some of these flushing episodes were accompanied 
by generalized abdominal cramping. 


Laboratory Examination 


Laboratory examination showed a moderate leuko- 
cytosis, a sedimentation rate of 21 mm. per hour and 
a slightly abnormal glucose tolerance test. Other 
blood chemistries and liver function tests were within 
normal limits. An electrocardiogram was normal. In- 
travenous pyelograms and an upper gastrointestinal 
series were normal. Chest films showed fluid in both 
bases. A barium enema showed narrowing of the as- 
cending colon with incomplete filling of the cecum 
(Figure 3). 

During the first two days of hospitalization, 1,700 
cc, of clear yellow fluid was removed from the right 
pleural space. Culture of the fluid for bacteria, acid- 
fast bacilli, and fungi was negative. Cytologic exam- 
ination revealed numerous mesothelial cells (Class 
II) and one clump of malignant cells (Class V). 

On the tenth hospital day an exploratory lapa- 
rotomy was done. A 2.0 x 2.5 x 3.5 cm. tumor mass 
was found in the wall of the upper cecum projecting 
into the lumen and into the adjacent mesentery. There 
were numerous firm lymph nodes in the mesentery, 
mesoappendix, and along the aorta and a single, firm 
nodule in the liver. Microscopic diagnosis was malig- 
nant carcinoid of the cecum with invasion of peri- 
neural and perivascular lymphatics and spread to re- 
gional nodes (Figure 4). 

The postoperative course was uneventful. The 


Figure 1. Normal skin coloration of upper abdomen of patient with carcinoid. 
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urine was collected during eight, 24-hour periods and 
examined for its 5- hydroxyindolacetic acid content. 
A course of 28 mgm. of mechlorethamine was given 
during a four day interval. 

The patient is being followed by his local physi- 
cian and has lost 17 pounds since leaving the hospital. 
He has noted an increase in the skin flushing and 
has developed intermittent diarrhea and constipation. 
Fluoroscopy of the chest showed increased promi- 
nence of the pulmonary outflow tract and fluid col- 
lecting in the right chest. No murmurs were heard. 


Method 


Aliquots of the 24-hour urine collections were ex- 
amined for their 5- hydroxyindolacetic acid content 
on eight occasions using the method of Macfarlane, 
et al. The urine was extracted with ether and the 
extract evaporated under vacuum. The residue was 
taken up in fresh nitrous acid and 1-nitroso-2- 
naphthol was used 4s a colorimetric agent. The excess 
dye was extracted with ethyl acetate. The optical 
density of the sample was then measured at 540 
millimicrons on a Coleman spectrophotometer. A 
standard curve was prepared using serotonin creati- 
nine sulfate. The normal urinary output of 5- hy- 
droxyindolacetic acid is 2-10 mgm. in 24 hours. 


Results 


The urinary 5- hydroxyindolacetic acid levels were 
elevated on all examinations (Table 1). The excre- 


TABLE 1 


RESULTS OF 24-HOUR URINE 5- HYDROXY- 
INDOLACETIC ACID DETERMINATIONS 


Period Nov. Dec. 
Ending 42°23 «23 26 28 29 30 1 
Mgms. of 

5- HIAA 29:37. 30 8922 14 24 26° 3u 
Medication — —.HN, HN, HN, — — — 


tion of this compound was not permanently altered 
by the treatment with nitrogen mustard. This sug- 
gests that this agent had little cytotoxic effect on this 
slowly growing tumor. 


Discussion 


There is general agreement that the clinical picture 
of the Thorsen Syndrome is the result of the large 
amount of serotonin formed by the tumor, cells. All 
of the signs and symptoms, with the exception of the 
heart lesions, have been produced experimentally in 
man and animals by infusions of serotonin. 

The mechanism of the cutaneous vascular changes 
has been studied in detail by Thorsen who correlated 
them with ballistocardiographic, phonocardiographic, 
and fluoroscopic findings. He divided the episodes of 
flushing and cyanosis into three stages. 


Figure 2. Skin of upper abdomen during flushing episode. Note the increase in coloration. 
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Stage I lasts only a few seconds and is the begin- 
ning of the flush with increasing warmth and red- 
ness of the skin due to the dilatation of the small 
arterioles and capillaries, This is associated with weak 
cardiac pulsations, decreased phonocardiographic 
sounds and ballistocardiographic amplitudes, sup- 


Figure 3. Barium enema showing filling defect in the 
ascending colon and incomplete filling of the cecum. 


posedly the result of decreased cardiac output and 
venous return. 

This is followed by Stage II, the stage of flush- 
ing, which may last several minutes. The pulse rate 
is often increased and the pulse pressure widened. 
Phonocardiographic tones, _ballistocardiographic 
waves, and fluoroscopic pulsations are increased as a 
result of the increased cardiac output and lowered 
peripheral resistance. These changes are the result of 
cutaneous vasodilatation. 

The final stage is the stage of cyanosis and may 
co-exist with the flushing stage. The cyanotic skin is 
cold because of the pooling of the blood in the di- 
lated capillaries distal to the constricted arterioles. 
The peripheral pulses, ballistocardiographic waves, 
and phonocardiographic tones are again diminished. 
The systemic blood pressure is sometimes elevated. 

Similar vascular effects have been demonstrated 
by Roddie, et al., by infusing serotonin into the 
brachial artery of humans, and Rudolph and Paul 
who administered the drug to dogs over prolonged 
periods through an indwelling catheter in the right 
atrium. 

The bronchoconstrictive episodes and the abdom- 


inal cramping with borborygmi and diarrhea are as- 
sumed to be the result of stimulation of the smooth 
muscle of these organs. This has been demonstrated 
with in vitro preparations of animal uterus and colon. 
This property of serotonin may be important in the 
regulation of smooth muscle tone, especially in peri- 
stalis and the control of blood flow to various organs. 

The lesions of the heart show sclerosis of the endo- 
cardium and later progress to stenosis of the pul- 
monary and tricuspid valves. The fibrous deposit is 
upon the surface of the valve with fusion at the 
commissures, but the underlying tissue is unchanged 
except for the presence of large numbers of mast 
cells. The valvular lesions have not been produced 
experimentally and there has been much speculation 
concerning their limitation to the right side of the 
heart. Goble, Hay, and Sandler collected simulta- 
neous blood samples from the pulmonary and brachial 
arteries of a patient with carcinoid and found 66 
per cent decrease in the blood serotonin after passage 
through the lungs. These findings have not been 
verified in a similar study by Sjoerdsma, Weissbach, 
Udenfriend, and Terry. It has been suggested that 
the endocardial fibrosis may be the result of repeated 
dilatation of the right ventricle during the flushing 
episodes. 

Because serotonin is produced from tryptophan, 
it has been suggested that a deficiency of niacin may 
result in a patient with a malignant carcinoid. Studies 
with C4. labeled tryptophan have shown as much 
as 60 per cent of the dietary tryptophan may be con- 


Figure 4. Photomicrograph showing carcinoid tumor in 
wall of the cecum. 


verted into serotonin in these patients but the normal 
person uses only three per cent. The plasma trypto- 
phan level and the urinary excretion of N’- methyl- 
nicotinamide is also decreased in some patients with 
carcinoid. Other dietary deficiencies could result from 
the diarrhea associated with the disease. 
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Continuation Center and 
Student Union Building 


Executive Director, 
Continuation Center & Student Union Bldg. 
University of Kansas Medical Center 

39th & Rainbow 

Kansas City, Kansas TA 2-5252 Extension 450 


invite you to make use of the facilities of the Continuation Center and 
Student Union Building (The Student Center) at any time you are in the 
Kansas City area—for professional training, for business, for pleasure. 
All-weather tunnels connect all buildings at the University of Kansas Medi- 


cal Center. 

* Studio-type guest rooms with twin * 24-hour desk service 
beds, shower and tub are spacious * Free parking 
and beautifully decorated. * Telephone service 

* Air conditioning Rates: Single $5.50, Double $8.50 


UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 


POSTGRADUATE MEDICAL STUDY 


Symposium for the Medical Profession Allied Health Course 
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HEART DISEASE January 25, 26 and 27, 1960 


January 18, 19, 20 and 21, 1960 


Guest Instructors: 


GERALD R. COOPER, M.D., Ph.D., Communicable 


Guest Instructors: 
Disease Center, U.S.P.H.S., Atl. 
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EDWIN M. KNIGHTS, JR., M.D., Pathologist, Hurley 
DENTON A. COOLEY, M.D., Baylor University. Hospital, Flint, Mich. 
ERNEST W. CRAIGE, M.D., University of North Carolina. R. DOROTHY SUNDBERG, Ph.D., M.D., University of 
C. ROLLINS HANLON, M.D., St. Louis University. Minnesota. 
J. WILLIS HURST, M.D., Emory University. LYLE A. WEED, M.D., The Mayo Foundation. 
JOHN W. KIRKLIN, M.D., The Mayo Foundation. Fee—$15.00. 


GORDON S. MYERS, M.D., Harvard Medical School. 


OGLESBY PAUL, M.D., University of Illinois. 


DEMETRIO SODI-PALLARES, M.D., National Institute of 
Cardiology, Mexico City. For program announcement and information, write: 


EDWIN O. WHEELER, M.D., Harvard Medical School. 
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Jan. 18 & 19—Congenital Heart Disease MEDICAL EDUCATION 
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LEDERLE INTRODUCES... 


masterpiece 


greater antibiotic activity 


Milligram for Milligram, DECLOMYCIN exhibits 2 to 4 times the 
activity of tetracycline against susceptible organisms. (Activity level 
is the basis of comparison—not quantitative blood levels—since 
action upon pathogens is the ultimate value.*) Provides significantly 
higher serum activity level... 


with far less antibiotic intake 


DECLOMYCIN demonstrates the highest ratio of prolonged activity 
level to daily milligram intake of any known broad-spectrum 
antibiotic. Reduction of antibiotic intake reduces likelihood of 
adverse effect on intestinal mucosa or interaction with contents. 


unrelenting peak | 
antimicrobial attack 


The DECLOMYCIN high activity level is uniquely constant throughout 
therapy. Eliminates peak-and-valley fluctuation, favoring continuous 
suppression. Achieved through remarkably greater stability in body 
fluids, resistance to degradation and a low rate of renal clearance. 


*Hirsch, H. A., and Finland, M.: 
New England J. Med. 260:1099 
(May 28) 1959. 
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design 


plus 


“extra- 


99 


day 
activity 
FOR PROTECTION 


AGAINST 
RELAPSE 


DECLOMYCIN maintains activity for 
one to two days after discontinuance 

of dosage. Features unusual security 
against resurgence of primary infection 
or secondary bacterial invasion— 

two factors often resembling a “resistance 
problem”—enhancing the traditional 
advantages of tetracycline . . . for 
greater physician-patient benefit 


in the distinctive dry-filled, 
duotone capsule 


immediately available as: 
DECLOMYCIN Capsules, 150 mg., 
bottles of 16 and 100. Adult dosage: 
1 capsule four times daily. 


LEDERLE LABORATORIES 
a Division of 
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If she needs nutritional support... she deserves 


Vitamin- Minera! Supplement Lederle 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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PRENALIN-O' 


PRENATAL SUPPLEMENT 


1. Oyster Shell Calcium - Phosphorus Free! 

2. New Form of Iron! 

3. Dry Filled Capsule - Sure, Quick Absorption! 
4. Economical Once-A-Day Dosage! 

5. Wider Range Nutritional Support! 

6. Relieves Troublesome Leg Cramps! 
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Deep sea oyster shell (Calcium) 600 mg. Folic Acid 0.25 mg. 
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Vitamin B-2 2 mg. Fluorine (Calcium Fluoride) - 0.25 mg. 
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Pathology 


The most extensive review of carcinoids has been 
by MacDonald who collected 356 cases in which he 
found 98 cases with evidence of local spread and 
four cases of the Thorsen Syndrome. Carcinoids have 
been reported arising in the gastrointestinal tract 
from the stomach to the rectum. The majority of 
carcinoids do net metastasize, but those arising in 
the ileum and cecum have the greatest propensity to 
spread, usually by early local invasion and later to re- 
gional nodes and to the liver, It is interesting that 
patients with the Thorsen Syndrome usually have 
widespread tumor which may indicate that the clinical 
picture is related to the mass of functioning tumor 
tissue. Because most carcinoids are not malignant, 
the number in the literature greatly outnumbers the 
cases of the Thorsen Syndrome. However, many 
cases of the incomplete clinical picture are present. 
The missing feature is usually the heart lesion, prob- 
ably because its development is associated with death 
from congestive failure. 

The criteria for malignancy of these slow growing 
tumors are related to their invasiveness rather than 
the degree of anaplasia or the number of mitotic 
figures. 


Diagnosis 


Recognition of the fully developed picture may 
not be difficult, but it is important to make the diag- 
nosis before this late stage when palliation is all that 
may be offered. The most important aid to diagnosis 
is the realization of a common neoplastic etiology of 
a group of diverse symptoms, Therefore the disease 
should be suspected in any patient with diarrhea or 
asthma of elusive etiology or with a peculiar flushing 
of the skin. 

A simple colorimetric test for the presence of ex- 
cessive 5- hydroxyindolacetic acid in the urine has 
‘been described by Sjoerdsma, Weissbach, and Uden- 
friend. This will facilitate the early diagnosis in pa- 
tients with suspected carcinoid tumors. The urinary 
excretion may be more reliable than blood levels be- 
cause excessive serotonin may be readily excreted by 
the kidneys. 


Treatment 


Presently the best treatment seems to be radical 
surgery, because the tumor grows slowly and spreads 
mainly by invasion. Local resection may be adequate 
if no lymph nodes are involved. Because the severity 
of the symptoms and signs may be related to the 
mass of tumor tissue, it would seem advisable to re- 
move as much tissue as possible. Chemotherapy with 
agents such as nitrogen mustard is probably of little 
value in these slow growing tumors, although a 13- 
year survival has been reported. The urinary 5- hy- 
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droxyindolacetic acid was not permanently lowered 
by the administration of nitrogen mustard to our 
patient. Since the quantitative excretion of 5- hy- 
droxyindolacetic acid may be a measure of the mass 
of functioning tumor tissue, this may be a valuable 
laboratory aid in following the spread of the tumor 
and the effect of therapy. 

Some symptomatic relief has been reported with 
chlorpromazine, but this is not a constant finding. 
This is supposedly due to a direct antagonism of sero- 
tonin within the cells. 


Summary 


A case of malignant carcinoid tumor with accom- 
panying biochemical studies is presented. 

The clinical picture, known as the Thorsen Syn- 
drome, is manifested by diarrhea, asthmatic episodes, 
paroxysms of flushing, and cyanosis of the skin and 
valvular stenosis of the tricuspid and pulmonary 
valves, It is suggested that these signs and symptoms 
are the result of increased circulating serotonin. 

A simplified method of measuring urinary 5- hy- 
droxyindolacetic acid is presnted as an aid to early 
diagnosis and following the effect of therapy. 

The most effective therapy at this time appears to 
be radical surgery in an attempt to remove as much 
tumor tissue as possible. 
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Not Four Years, But Forty 
(Continued from page 550) 


you if you will but visualize our method of medical 
care here in the United States. A sick person seeks out 
his own choice of physician. The physician selects 
his own practice, The state establishes certain initial 
requirements, but after that the physician must mon- 
itor his own fund of knowledge. My purpose has 
been to tell you how one medical school, in one of 
our 50 states, has attempted to assure the sick person 
that his physician will be practicing modern, en- 
lightened, ever changing medicine. 


Professor and Chairman 

Department of Medicine 

University of Kansas Medical Center 
Kansas City, Kansas 
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Defective Hearing in Children 


Part Il—Defective Hearing in the Preschool Child 


C. W. ARMSTRONG, M.D., Salina, Editor 


There is an increasing awareness on the part of the 
layman that there are about five per cent of children 
of preschool age who have deafness or defective hear- 
ing. The result of this awakening is a yearly increase 
in the number of tots who are brought to the phy- 
sician with the parent’s complaint that the child must 
not hear because he does not seem to obey. Such 
cases call for considerable ingenuity in establishing 
a diagnosis. 

At the present when every household has one or 
more persons aware of “child psychology,” the first 
diagnostic point to be established is the emotional 
status of the child. 

If the child is afraid of the doctor or his nurse, an 
inquiry as to the cause should be made. Many parents 
still threaten their children with the doctor instead 
of taking them to the proverbial woodshed. Worse, 
psychologically, are the parents who belong to the 
group which permits “‘the little dears to express 
themselves,” not realizing that this attitude is only 
for the toilet training age when suppressed hostility 
may lead to trouble. On the other hand, there still 
are physicians who reprehensibly lie to their child 
patients with the “this won’t hurt” routine. The doc- 
tor must have the confidence of the child to do a 


This is the second article in a series of six prepared by the 
Kansas Medical Society Committee on Conservation of 
Hearing and Speech and edited by Dr. C. W. Armstrong, 
Salina. The next article will appear in the January issue 
of the JouRNAL. 


A series of six articles on Defective 
Hearing in Children are being printed in 
the Journal. These articles were pre- 
pared by C. W. Armstrong, M.D., Salina, 
Kansas, for the Committee on Conserva- 
tion of Hearing and Speech. The com- 
mittee members are V. R. Moorman, 
chairman, C. W. Armstrong, J. A. Bu- 
detti, R. A. Draemel, E. L. Gann, C. L. 
Gray, W. P. McKnight, E. E. Miller, Ruth 
Montgomery-Short, W. D. Pitman, R. R. 
Preston, G. O. Proud, R. E. Riederer, 
and M. J. Ryan. 

The titles of the coming articles will be 
Defective Hearing in the School Age 
Child, Interpretation of Audiograms, 
Evaluation of Clinical Data, and Conclu- 
sions. 


hearing test and he must take time to gain that con- 
fidence. When that point is reached, the child is 
smooth mannered, attentive, and co-operative with 
the physician. Any testing then done must be simple 
and as brief as possible because the child’s attention 
span is short. The younger the age the more difficulty 
the child will have in focusing his attention for long 
periods of time. For this reason, physical examination 
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should either follow the hearing test or be done at 
a different time. 

In the initial interview with the parent, the dura- 
tion, progress, intermittent character, and variability 
of symptoms are established. It is also desirable to 
establish any present or past vocalization by the 
patient. A talking, singing, or humming child hears 
or has heard. 

In dealing with some parents, it is useless to in- 
quire if the child is soothed with music so poor are 
their powers of observation. With others, a fair 
amount of information can be obtained, especially 
concerning reactions to radio or phonograph music. 
At times the only obtainable clue is the fact that the 
child has a favorite melody. 

Walking children perform rhythmic movements 
with the hands or feet to music and in some cases 
will tune a radio fairly well. The older walking child 
may dance to music. , 

When the child has been observed only in relation 
to television, the question arises if the child enjoys 
television just as well with the sound off. 

If the child can be related to his parents’ con- 
versation, it may be discovered that he may appar- 
ently hear only things that are related to himself 
such as favorite foods and activities. 

The small child, if not emotionally disturbed, can 
have his hearing established without audiometry. A 
small bell is tinkled faintly, out of sight, preferably 
behind the child’s head or to one side. If the bell is 
heard, the child’s eyes will usually turn to locate the 
source of sound. Anyone should be able to get loud 
and soft effects. A tuning fork is less desirable, if 
struck, but fairly satisfactory if activated by the fin- 
gers without an audible click. This test can also be 
‘done using the audiometer as the source of sound, 
but in any event it should be remembered that the 
child’s communications in the first five or six years 
of life are tactile, visual, and auditory. If the ob- 
jective is an auditory test, tactile and visual means of 
communication should not be allowed to creep into 
the method employed. 

A test which can be used in obtaining an answer 
to the ‘deaf or not’’ question is to separate the mother 
from the baby’s range of visibility for a short period 
of time and then have her call the child in a soft 
voice. If this fails, but the child responds when she 
increases the intensity of her call, it can be assumed 
that the baby does hear. 

In the discussion of hearing evaluation on pre- 
school children and babies, tests based on psycho- 
galvanic conditioned reflexes and sleep encephalo- 
gram audiometry need to be mentioned. Such instru- 
ments are so expensive that they are maintained only 
by the larger hearing centers. They cannot be consid- 
ered a part of the usual testing for children. 
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Up to about seven years of age, formal audiometry 
is generally out of the question and only a small 
amount of audiometry can be done at any one time 
on children from four to six years of age. If the least 
is expected and the most obtained in results as to 
cooperation by the child, a satisfactory situation exists. 

The older walking child from four to five years 
can be induced to play auditory “peeking games” 
with the audiometer. Binaural headsets do not work 
too well with preschool children as they object to 
tight fitting clothing and other similar types of re- 
straint. While no real formal audiometry can be at- 
tempted with the younger children, a fair estimate 
of hearing can be made by having the parent hold 
the child on the lap while the single ear phone is 
held near the child’s ear. As soon as the child settles 
down, introduce the 500, 1,000, and 2,000 cycle tones 
at 15 decibels by switching the tone on and watching 
the child’s eyes. If the eyes do not turn until the in- 
tensity is stepped up to 30 decibels or more for any 
of the tones, the child may be said to have a serious 
defect of hearing in that ear. However, if the child 
hears all three tones at 15 decibels or less, the ear 
thus examined can be rated as satisfactory for ordi- 
nary speech. 

This procedure can be used with older walking 
children on the basis of “now I hear it—now I don’t 
hear it.” The only manipulation before testing of the 
ears in the preschool child is in case of obvious otor- 
rhea. Regardless of cause, the offending ear is cleaned 
gently before testing the hearing. However, hearing 
testing in the presence of this condition is preferably 
deferred, where possible, until the otorrhea is con- 
trolled. There is no object in permitting expensive 
equipment to be contaminated with aural discharges. 


(To be continued in the next issue of the Jour- 
NAL.) 
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Maternal Mortality 


The patient, a gravida II, para I, died in her rural home in the eighth month 
of pregnancy. She was not seen by the physician until after death and autopsy 
was refused. 

The patient had always been in good general health and the medical history 
was not significant. A previous pregnancy had terminated normally and the 
child was living and well. The patient's husband was working in a distant city 
and came home on weekends. She lived with her parents. 

Her first prenatal visit to the physician was in the fourth lunar month and 
she was seen monthly until shortly before death. Her prenatal course was un- 
eventful except for a respiratory infection in the patient’s final office visit. The 
physician was called to the home at 2 a.m. at which time the patient was dead 
and rigor mortis had already set in. The course of events as reconstructed by the 
physician were as follows: 

The day after the office visit, the patient complained of pain in one leg and 
her mother thought the leg was slightly swollen. On the second evening, she 
complained of excessive fatigue and went to her room to lie down. Subsequently 
the parents recalled hearing her cough a time or two but did not disturb her 
for several hours at which time they found her still lying on the bed with blood 
stained sputum in her mouth and apparently dead. There was an unexplained 
delay of two hours before the parents called the physician’s home and, learning 
he was not in, simply told the physician’s wife they thought something had 
happened to the patient and did not leave their number or indicate where they 
lived. The physician had no choice but to wait for a return cal! and by the time 
he reached the home, he was unable tc determine anything significant about the 
affected leg. Since autopsy was refused, he concluded (iat death was due to a 
massive embolus secondary to phlebitis. 


Committee Opinion 


On the basis of the information available, the committee agreed with the 
diagnosis of pulmonary embclus but felt that in the interest of accuracy the 
physician might well have made it a coroner's case when the autopsy was refused. 
No element of negligence was evident other than the patient’s own failure to 
report the pain and condition of the leg. 


Classification 
Maternal death, indirect obstetric, unavoidable. 


One of a series of case reports prepared by the Committee on Maternal Welfare to 
illustrate the type of study made in each instance of maternal death in Kansas. 


558 


. 
- 
. 
4 


DEAR COLLEAGUE: 

The circuit Course which will be presented by the De- 
partment of Postgraduate Medicine of the University of 
Kansas School of Medicine for 1959-1960 will be the finest 
course of this character ever presented in the opinion of the 
Postgraduate Study Committee of the Kansas Medical Soci- 
ety. The course will be brought to Kansas physicians at 


eight strategically located centers easily accessible to all. 


The course is advanced in its concept and brings out some 
new and stimulating features in Postgraduate medical edu- 
cation. The curriculum is well chosen for general interest. 
The faculty is composed of men of high caliber and recog- 
nized teaching ability. It contains on its roster the names of 


some of the best known medical educators in this area. 


This program has been prepared by the Postgraduate De- 
partment with great care and is especially fine. The mem- 
bers of the Kansas Medical Society have a great opportunity 
in being able to avail themselves of this course and also an 
opportunity to support it so that it will continue to be a fea- 


ture in Kansas Postgraduate Medicine. 


Sincerely, 


Wham A Mgie, MD 


Chairman, Postgraduate Study Committee 
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Edited by CARROLL C. JONES, M.D. 


Dr. Boley (Moderator): This patient had a 
malignant tumor involving the tonsil. It has spe- 
cific diagnostic, therapeutic and prognostic features 
that warrant consideration. 

Dr. Proud: The patient is an 80-year-old white 
woman who has a history of mild pain and swelling 
of the left tonsillar area for a number of weeks. She 
had difficulty swallowing and speaking because of the 
size of the mass. She had been treated for tonsillitis 
without improvement, For the last five years she had 
tic douloureux involving the left side of her face. 
The remainder of the history is non-contributory. 
Examination of the pharynx showed a large mass in 
the left tonsillar areca. The examining physician be- 
came suspicious of malignancy, sprayed the patient's 
throat with cocaine and used the biopsy forceps to 
obtain small pieces of tissue for histological examina- 
tion. There were no other findings of clinical sig- 
nificance. 

Dr. Boley: Did you photograph the lesion at that 
time? 

Dr. Proud: Pictures were not taken until two days 
after the patient had received her first irradiation 
treatment. The mass at that time (Figure 1) filled the 
tonsillar fossa and extended to near the left margin of 
the uvula although it was less in size than before 
irradiation therapy, when it had reached the midline 
of the pharynx. 

Dr. Boley: Will you discuss the general clinical 
findings in cases such as this, Dr. Proud? 

Dr. Proud: Perhaps the greatest problem of ton- 
sillar malignancy is that of making an early diagnosis. 
This is not unique in the throat of course; the same 
problem exists elsewhere in the body. Unfortunately 
malignant disease of the tonsil ordinarily is quite ex- 
tensive and has been present for a considerable period 
of time before it is first discovered. 


Cancer teaching activities at the University of Kansas 
Medical Center are aided by grants from the National Can- 
cer Institute, U. S. Public Health Service, and from the 
Kansas Division of the American Cancer Society. Dr. Jones 
is a trainee of the National Cancer Institute. 


\ 
CONFERENCE 


Lymphoepithelioma of the Tonsil 


The throat, oddly enough, is a rather insensitive 
area. The patient does not have pain early. The pain 
frequently reported with these tumors usually occurs 
late in the course of the disease. Early in the course 
the patient is frequently entirely asymptomatic. 

The patient usually discovers signs of the malig- 
nancy in one of two ways. First, while brushing his 
teeth he checks his throat in the bathroom mirror, 
and is amazed to see a huge mass in the tonsillar 
area. It is usually the large mass that is detected be- 
cause a small mass in the average bathroom mirror 
is not easily seen. The patient then becomes alarmed 
and sees his physician. Second, he discovers signs 
of cervical metastasis. Quite often the patient’s first 
cognizance of the fact that something is wrong with 
him is the presence of a mass in the neck. He may 


Figure 1. Lymphoepithelioma of the left tonsil bulg- 
ing from behind the glossopalatine arch outwards to 
near the uvula at the left. 
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notice the mass after he tries to put on his shirt 
and finds the collar too small, or when he finds that 
his necktie does not lie straight. These signs may 
take him to his physician who may then find the 
primary tumor in a search for it. 

We might suggest that one should be wary of 
the peritonsillar abscess or “quinzy” that occurs in 
the elderly individual. Persons over 65 rarely, if 
ever, have peritonsillar abscesses. These abscesses 
usually occur in children and young adults. Lymphoid 
tissue is practically unresponsive to acute inflam- 
matory reaction after the age of 55. In particular 
the physician should be wary of the peritonsillar 
abscess that does not resolve after incision and 
drainage or antimicrobial therapy or a combination 
of these two treatments. I recall one elderly individ- 
ual who had what I considered to be a large peri- 
tonsillar abscess, I incised and drained this lesion 
and the patient was much improved. In 48 hours 
I spread the lesion again and discharged him, but 
in about a week he returned with a recurrence of 
signs and symptoms of a peritonsillar abscess. I in- 
cised and drained the lesion again. Then, a more 
experienced physician pointed out the fact to me 
this man might have a malignancy of the tonsil. A 
biopsy revealed lymphoepithelioma of the tonsil. In 
the tonsillar area as elsewhere in the body, an in- 
flammatory reaction in a neoplastic process may call 
first attention to the fact that something is wrong. 

Whenever a tonsillar mass is found, biopsy should 
be done. A simple surface biopsy is ordinarily not 
effective. After preparing the patient with some 
barbiturate, the surface of the tonsil should be 
painted with ten to 25 per cent cocaine. A number 
11 or number 15 Bard-Parker blade may be used 
to cut a large and fairly deep section through the 
mass. Diagnoses of tumors in this area are often 
difficult for the pathologist to make, and he must 
have sufficient tissue to study. 

Dr. Boley: Dr. Mantz, would you discuss the 
pathologist’s interpretation of this case? 

Dr. Mantz: The tissue received in the laboratory 
consisted of a few fragments of a rather nondescript 
tissue that apparently represented a number of small 
bites from the tonsillar area. Histologic examination 
showed a number of features which I believe are 
significant. In one place there is necrosis and inter- 
ruption of the normal appearing surface epithelium 
with the formation of an ulcer (Figure 2). The paren- 
chymatous area of the tonsil is diffusely cellular. The 
predominant cell here is relatively large and has a 
regular and somewhat hyperchromic nucleus uni- 
formly surrounded by a great abundance of a pale 
cytoplasm (Figure 3). These cells appear to form 
diffuse sheets of tumor tissue that involve the entire 
region. Scattered lymphoid elements 2.ce present in the 
tumor, This lesion was diagnosed as lymphoepitheli- 
oma of the tonsil. 


Figure 2. Biopsy specimen of the tonsillar mass 
showing the margin of an ulcer and the loss of normal 
tonsillar architecture. X 40 (Hematoxylin and Eosin). 


However, there are features which are disturbing 
to me. Nowhere in the tissue sections available is 
there malignant change in the surface epithelium. If 
this is a lymphoepithelioma then I believe that we 
have not seen the exact point of origin of the neo- 
plasm. A special silver stain shows that this lesion is 
abundantly endowed with reticulum. Jt would be 
difficult to say whether or not a normal tonsil in 
an individual of this age should contain this much 
reticulum, but certainly there is loss of orderly retic- 
ulum pattern. Not infrequently, individual ceils 
of this lesion appear to be surrounded by reticulum, 
in fact, some cells conceivably might be elaborating 
a reticulum that radiates irregularly into the sur- 
rounding stroma. Because of this feature it would 
be difficult for me to say that this was not a reticulum 
cell sarcoma, This is an academic point since both 
lymphoepithelioma and reticulum cell sarcoma should 
respond in almost precisely the same way to irradia- 
tion therapy. 

Certainly from the standpoint of pure statistics 
an ulcerative tumor like this in the tonsillar region 
is more likely a lymphoepithelioma than a retic- 
ulum cell sarcoma. The term lymphoepithelioma, al- 
though it is in common usage, may be an incorrect 
one because the lymphoid tissue that is seen within 
the tumor is that normally present in the tonsils and 
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Figure 3. Higher magnification of a parenchymatous 
area from Figure 2 showing a background of large pale 
tumor cells. The small dark cells are lymphocytes and 
polymorphonuclear leukocytes. X 550 (Hematoxylin 
and Eosin). 


it does not participate in the neoplastic process at 
all. A better term from the standpoint of true pathol- 
ogy is transitional cell carcinoma since these tumors 
are thought to be poorly differentiated carcinomas 
that originate in the schneiderian membrane that 
covers the tonsil. 

Dr. Boley: Dr. Tice, will you discuss this case? 

Dr. Tice: I would like to discuss in general such 
diseases as this case represents. I have been inter- 
ested in these tumors for a long time, Twelve years 
ago I reported 12 cases of lymphoepithelioma that 
we had in our files at that time. Before 1904 tumors 
of the nasopharynx were not commonly reported. 
Laval reported 25 cases found in the literature at 
that time and these tumors have been recorded quite 
often since. In 1929 Ewing reported and classified 
intra-oral carcinomas. One hundred were of the 
nasopharynx and 200 were of the tonsil. This same 
year Gardham reported a group of nasopharyngeal 
tumors invading the base of the skull, He referred 
to them as endotheliomas. In 1921 Regaud and 
Reverchon were impressed with the radiosensitivity of 
a group of tumors occurring in the nasopharynx and 
they decided these tumors were not the usual squa- 
mous cell carcinomas. These authors applied the 
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name “lympho-épithéliome” to this group. These 
tumors tended to invade the base of the skull and 
to involve practically all or any of the cranial nerves. 
In some instances the tumors were found to be so 
small that they could not be seen grossly. Some 
tumors were described in the eustachian canal. In 
the same year Schmincke working independently re- 
ported radiosensitive tumors arising in the same 
areas and showing similar microscopic patterns. Re- 
gaud and Schmincke have their names attached to 
this tumor since they both described some of its 
characteristics although their descriptions were not 
parallel. 

In our experience these tumors of the tonsils have 
been radiosensitive. With this treatment they rapidly 
are reduced in size and do not tend to metastasize 
early. Another characteristic of these tumors is that 
they may metastasize widely and in a bizarre fash- 
ion. We have cases in our files in which metastasis 
occurred over the skin of the chest and back and 
even to bone. 

Usually the first manifestation is a large mass in 
the neck. In many of these cases the metastases are 
found before the primary tumor is located. The char- 
acteristics of these tumors, in my experience, are 
1) that they metastasize widely, 2) that diagnosis is 
often made from biopsy of a metastasis, 3) that they 
cause pain, and 4) that the primary site of the 
tumor may never be found. 

Lymphoepitheliomas have certain characteristics 
that most pathologists agree are sufficient to classify 
them as separate entities. There is still a tendency 
for some men to ignore or to overlook the diagnosis. 
Some pathologists will diagnose primary endothe- 
lioma of the lymph nodes in some cases when en- 
larged nodes are the only visible evidence of dis- 
ease. This is a dangerous practice, because usually 
there is a primary tumor in the nasopharynx which 
has not been found. Within the last two years I 
corresponded with a radiologist from another state 
who found an unusual tumor that was diagnosed at 
his hospital as a lymphoepithelioma. We had a 
dozen of these cases at that time, so you see that 
the occurrence of this tumor is not unusual. These 
tumors have been diagnosed as transitional cell car- 
cinomas, anaplastic carcinomas, Schmincke tumors, 
schneiderian tumors, endotheliomas, and embryomas, 
as well as lymphoepitheliomas. 

In our series of 12 cases six were dead with the 
average duration of life of two and one half years 
after diagnosis. Six were still living over two years 
after diagnosis was established. Of the six living 
patients, five had a primary tonsillar tumor and 
one had a primary nasopharyngeal tumor. We have 
followed one case for five years and another case 
for 25 years after diagnosis was established. Both 
patients are still living. It is interesting to me that 
these tumors have no respect for age. They may be 
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seen in young individuals or in old people as il- 
lustrated in the present case. Five of our series were 
between the ages of 16 and 21, and the other seven 
were between the ages of 48 and 81, Eight patients 
were females and four were males. 

Dr. Boley: How do you treat these tumors, Dr. 
ice? 

Dr. Tice: Our treatment consists of irradiating 
the primary tumor and the areas of lymphatic drain- 
age. We would schedule this patient for 4,000 roent- 
gens; 2,000 directed externally and 2,000 directed 
at the tumor through the intra-oral portal. If there 
is a prompt response we may cut the total dose to 
3,000 roentgens. 

Dr. Proud: The tonsil is not the most common 
site for lymphoepitheliomas; they are more often 
found in the nasopharynx. Dr. Tice, it is my feeling 
that the term Schmincke tumor refers to the lym- 
phoepitheliomas of the nasopharynx and not to the 
lymphoepitheliomas as they occur elsewhere. Am I 
wrong? 

Dr. Tice: It was my impression that the tumor 
of Schmincke and Regaud and the lymphoepithe- 
lioma were synonymous terms. 

Dr. Boley: Dr. Mantz, would you clarify this 
point ? 

Dr. Mantz: These two gentlemen working sepa- 
rately and at about the same time described tumors 
of the nasopharynx that were highly similar. Regaud 
described a malignant lesion that was composed of 
spindle-shaped cells that tended to occur in irregular 
cords, forming a mosaic appearance throughout the 
tumor. On the other hand, Schmincke described a 
tumor in which the cells were large and pale, and 
tended to occur in sheets rather than in irregular 
cords. If a lymphoepithelioma, our case falls into 
the Schmincke variety rather than the Regaud type. 
There is only this small histologic difference between 
the two types. There is no difference between them 
in their gross clinical behavicr or in their prognosis. 

Dr. Tice: We have mentioned the name transi- 
tional cell carcinoma, lymphoepithelioma, reticulum 
cell sarcoma and several others in connection with 
this tumor of the tonsil. Dr, Mantz, I wonder what 
you would have called it at your hospital if you had 
been the first person to see it? 

Dr. Mantz: I would not have signed it out with 
the information currently available. I would want 
to study it much more before I would commit my- 
self. I am not certain that this tumor had its origin 
in the surface epithelium where lymphoepitheliomas 
do have their origins. However, if I were to bet I 
would probably bet that the tumor was a lymphoep- 
ithelioma or transitional cell carcinoma if you pre- 
fer that term, but I cannot absolutely exclude retic- 
ulum cell sarcoma (which also is not rare tumor 
of the tonsillar area) from what I have seen of it 


thus far. I do not say this in an attempt to beg the 
issue, I merely wish to point out the fact that pathol- 
ogists have exactly the same type of difficulty arriv- 
ing at valid conclusions in certain cases as do clini- 
cians. 

Dr. Friesen: I had always though that the host 
tissue, or the interstitial tissue participated in the 
neoplastic process. I would like to use for example 
the scirrhous type adenocarcinoma of the breast. In 
this tumor the interstitial tissue appears to partici- 
pate in the neoplastic process so that most of what 
is seen under microscope is scar tissue rather than 
adenomatous tissue. Would you consider that this 
tumor then may actually be a fibrosarcoma rather 
than an adenocarcinoma of the breast since the fi- 
brous elements predominate ? 

Dr. Mantz: I would not in any way agree with 
what you have said. First, I do not agree that stroma 
participates in the tumor process. I would say that 
stroma reacts to the tumor, and if one is dealing 
with a fibrous stroma I think that it is perfectly con- 
ceivable that scirrhous carcinoma would result. By 
the same token, if one is dealing with a tumor that 
arises in a lymphoid organ, I would think that the 
lymphoid type of stroma might likewise react to 
the tumor. My statement that the tumor under dis- 
cussion today is not fundamentally a lymphoepithe- 
lioma is based on the fact that when these lesions 
metastasize they metastasize purely as carcinoma and 
do not carry lymphoid elements with them, any more 
than a scirrhous carcinoma of the breast carries along 
scirrhous elements when it metastasizes. 

Most pathologists now will agree that this tumor 
called lymphoepithelioma should be called more cor- 
rectly an anaplastic carcinoma or a transitional cell 
carcinoma since this is what it appears to be. 

Dr. Boley: In summing up, lymphoepitheliomas of 
the tonsil have been discussed in regard to diagnosis, 
specific therapy, and the prognosis. These are very 
radiosensitive tumors. With early detection and ade- 
quate irradiation therapy their prognosis is often 
more favorable than the older literature seems to 
indicate. 
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The President’s Message 


Docror: 


Preparation of this monthly letter and the selection of 
material to be discussed is sometimes an onerous task, but 
December does not present such a difficult choice. 

This month contains within it the season loved by both old 
and young, not because of the physical exchanging of gifts 
with our family and friends, but rather due to the deep 
spiritual awakening that all of us feel at the anniversary of 
the birth of Christ. Beautiful music, colorful decorations and 
lighting, sentimental reunions with families and friends, 
visits to the scenes of our childhood, the gay social season, all 
contribute to the delight of Christmas, but the deeper meaning 
of this Day must not escape us. This is a time for thoughtful 
meditation and rededication to the Christian ideals which 
have made our nation great today. 

May we always conduct ourselves in such a manner as to 
merit God’s blessing. 

I want to take this opportunity to express to each of you 
my best wishes for a Merry Christmas and a Happy New Year! 


Fraternally, 


Le Idp 


President 
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“|. . Previous to the promulgation of the germ theory there was no known disease whose cause 
was so completely shrouded in mystery as this [cholera—Ed.}. Now there are few, if any, with 
sufficient termerity to deny the truth of its animalcule origin. It has been thoroughly and scientifical- 
ly demonstrated that there is pervading all animal and vegetable nature an infinitesimal organism, 
occupying in large numbers every fluid and tissue which has for its functions the building up, the 
nourishing, and repairing the anatomical structure, which affords it a parasitical abode. . . . 
These physio-vita. . . . are at all times essential to the normal condition of the corporeal system. 
They are the nitrogenous carriers . . . are conservative, with intricate effective powers to preserve 
the normal integrity of all living beings . . . select and apportion nutriment as well as act as sen- 
tinels, offering at any time destructive opposition to any external toxic innovation. It is with these 
physioderms that the physician has to do, as when they are insufficient in number or inefficient in 
function, his professional services are required, but when they are normal and robust themselves, 
their tenement, the man, is in heaith. .. . 

“But there is a force in the external world antagonistic, destructive to the vegetable as to the 
animal organism—a pathoderm, a living microscopic organism, existing throughout the universe, 
dwelling in the atmosphere and water, swimming in shoals and schools, seeking actively for food 
as does the larger, nobler man. They destroy all living things for the purpose of gratifying their 
own appetite and maintaining their physical nourishment. These pathoderms, with varied inherent 
power and propensity, are myriads in the atmosphere and dwell 500,000,000 in a drop of impure 
water. They are the materies morbi, the zymosis, the contagium of the books. Under the name of 
micro-organisms, bacteria, vibriones, microbes, spirilis and other designations, they are now oc- 
cupying almost the exclusive attention of the scientific medical workers. . . . It is now decided 
that these pathoderms enter the stomach with food or water, and finding a suitable soil, deposit 
their germs in large numbers, which after incubating for two, three, or four days, fructify and impart 
their toxic influence in one of two ways, either by their mechanical or traumatic irritation of the 
secreting glands of the villi, causing them to excrete an abnormal quantity of serum, or by emit- 
ting a poison which, being absorbed into the circulation, destroys natural function. In either case 
function is rapidly perverted to such an extent that normal action is destroyed in every fluid and 
tissue. The comma pathoderm having been found in large numbers uniformly in the discharges, 
and in all cases the primary symptoms of the disease being irritation of the mucous membrane of the 
stomach and bowels, it is but logical to conclude that the alimentary canal is the field of its in- 
itiative action and that we are justified in exerting our therapeutical efforts in that direction. . . . 

“In the before-mentioned 7,000 cases [an exhaustive study of the 1873 epidemic—Ed.] probably 
the only treatment shown to be worthy of trial is the acid treatment, not oniy because of the report 
of 8 per cent motality [compared with 50 per cent by all other methods—Ed.], but as it is 
shown to be a successful prophylactic, and from experiments made by scientists, it is probable that 
the pathoderm cannot exist or fructify in an acid element, and that it requires an alkaline medium 
for its generation. If this plausible statement proves to be correct, then it would seem only requisite 
to decide upon the appropriate acid and the proper administration of it, to find a true specific or 
germicide. . . . Up to the present day it is theoretically the only tenable therapeusis worthy of the 
attention of the progressive physician. 

“.. . It would at least seem to be imperative on all practitioners at the onset of an epidemic, 
to advise their patrons who may be exposed to it, to at once commence the use of fifteen drops of 
dilute sulphuric acid, or the old invaluable elixir vitriol, three times a day. Opium, so clearly in- 
dicated by the symptoms in this disease, both as an astringent and anodyne, has been ostracised by 
all writers, except in the premonitory stage. Astringents, both vegetable and mineral, have been 
abundantly tested and found to be ineffective. Stimulants have, like all other general remedies, been 
abandoned. . . . ” 

So wrote W. W. Cochrane, M.D., of Atchison, in his report on ‘“‘Cholera” to the SociETy at 
its meeting in 1888. Yet a modern text states that the disease is caused by the ingested cholera 
vibrios ‘which escape the lethal effect of the gastric juices,” and that the average mortality is 50 
per cent. Have we gone backwards?—O.R.C. 
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Editorial 
COMMENT 


My office is closed. The last patient has been seen, 
and everyone is gone for the day. House calls and 
hospital rounds—then home. It is already dark. I am 
tired and will sit at my desk for just one hour be- 
fore I go. 

The streets are decorated. I hear carols and bells. 
Lights sparkle in the night. There is a holiday spirit 
in the air. People hurry. They carry packages. It is 
cold. Christmas is almost upon us. 

Christmas is a time for giving. That’s how this all 
started. Far cry, isn’t it, from the lonely woman’s 
labor in that Bethlehem stable. Far cry, too, from 
the gifts those wise men brought. 

What shall I give this year? Up! I could give up. 
Walk out of here and lay my aching bones on a warm 
Florida beach. Allow my mind the luxury of release 
from all decisions; my hands the comfort of idle- 
ness. 

The alternative, as I sit here tonight, seems to 
offer only the prospect of giving out. Many of my 
colleagues are older than I. Their practices are larger. 
They work more hours, too. Why do I feel so de- 
pleted today? This prospect of dying on duty, with 
my boots on, so to speak, is not the heroics I want. 
Giving out falls short of the Chrismas giving I have 
in mind, but tonight a sagging spirit would almost 
welcome even this. 

Except to give in is a pretty cowardly defeat. The 
bells ringing in the street outside my window make 
happy sounds. They sing of hope, and whoever gives 
in forfeits the right to listen to their music. Many 
would be happy to have all of us give in, wouldn’t 
they, now? 

There are the peddlers of cultist healing who 
would like nothing better for Christmas. And the 
socialists crawling among us, couldn’t we make this 
a great Christmas for them by recanting our faith 
and giving in to their pressure? Bells would ring 
then, for sure. 

No. Those bells would toll. Every Christmas from 
now on. And these people shopping in the stores 
tonight, keyed up in excitement they do not com- 


Soliloquy on Christmas 


pletely understand, would walk with their heads 
bowed every day of their lives. And most particularly 
would they be depressed at Christmas. 

This I know tonight with an encompassing cer- 
tainty. The bright Christmas lights on Main Street 
will be dimmed unless somebody gives enough in 
the cause of preserving freedom to protect us against 
those who are trying to steal it away. Unless some- 
one else does this for me, I will lose what I have. 

But why should anyone do it for me when I am 
unwilling to exert this effort for myself? So I guess 
my stake in Christmas will be to give more of my- 
self in the cause of freedom than before. Nor is this 
a matter of heroics either. 

I happen to enjoy Christmas. I like the eager look 
on the faces of my children. I like the friendly greet- 
ings I receive on the street. And I like the practice 
of medicine during this season; the hope my pa- 
tients have; their faith in me. I want these things to 
continue. 

If, except for my effort, this holiday would be the 
last, I would not be tired tonight at all. I would this 
minute tell everyone I meet of the dangers we face. 
I would find the power to show my neighbors the 
truth. Then we would win, and then there would be 
more holidays to come, other Christmases in the 
future, like this one, with bells and lights and carols 
and people with packages in their arms. 


Survey on Fees 


The Kansas Relative Value Scale can be useful in 
many ways, both individually to the practicing phy- 
sician and to the Society as an organization. It is al- 
ready well known, but repeated here to assure the 
membership that the Kansas Relative Value Scale is 
not a fee schedule, nor is it in any way a mechanism 
that shall either establish or control charges for medi- 
cal service on an individual basis. The Relative 
Scale is not a price index but a complex system of 
ratios establishing on a point basis the relationship 
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between any one procedure and all others listed in 
the manual. For the individual physician, this be- 
comes a guide. For the Society, it is a most valuable 
instrument when state-wide fee schedules are required. 

The Relative Value Scale, however, is a living 
document. It can never approach perfection, but as 
it is constantly revised, it will be improved. The 
House of Delegates, during its 1959 annual session, 
voted that the Relative Value Scale in Kansas should 
be annually reviewed. The House of Delegates au- 
thorized and directed the Committee on Fee Sched- 
ules to exert its effort during the coming year to 
eliminate inequities in the present scale and to recom- 
mend changes to be studied and approved by the 
House of Delegates in 1960. 

The Committee on Fee Schedules, under the 
chairmanship of W. J. Reals, M.D., of Wichita, is 
now undertaking to make whatever changes will be 
needed. The first portion of this effort requires the 
assistance of the practicing physician in Kansas. The 
Committee on Fees must have an understanding of 
usual charges made by the physicians in this state 
before proper relationships on a relative scale can 
be established. 

In an effort to obtain this information, the Com- 
mittee on Fee Schedules will conduct a survey in 
which each member physician will be asked to com- 
plete and return a lengthy questionnaire. This will 
be received in the near future through the mail. It is 
the urgent hope of your society that each physician 
will give a small amount of his time and answer this 
questionnaire. The questionnaire is a pamphlet list- 
ing some 500 medical procedures. There will be a 
blank space after each. It will be completed by filling 
in the amount normally charged for each procedure 
the physician expects to perform upon patients of an 
average family with an average income. 

It is most important this fact be understood. The 
Fee Committee does not want the fees that would be 
charged where the cost of health care can be of no 
principal concern to the patient. Neither does the 
committee want a fee for the family of near indigent 
status. The committee hopes each doctor will com- 
plete those items for all services he expects to per- 
form and that he will list the charge he would expect 
to collect under what he would consider average cir- 
cumstances. 

These tabulations will be carefully computed 
with the aid of accurate IBM equipment and help. 
All information submitted is the property of the 
Committee on Fee Schedules and will be kept com- 
pletely confidential. The compilation of this infor- 
mation to be submitted by the membership will, 
however, make it possible for the committee to es- 
tablish what is the normal fee for any individual 
procedure in this state at this time. With that in- 
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formation, the committee will be in the position to 
give each procedure a relative value on the scale. 

Then in May of 1960, a revision of the present 
Relative Value Scale will become one of the prin- 
cipal items of business for the House of Delegates. 
The success of this program and the accuracy of the 
Relative Value Scale in this state will depend almost 
entirely upon the participation of the practicing phy- 
sicians and the manner in which the questionnaires 
will be returned. There is no desire to identify any 
physician with reference to this survey. There will be 
no attempt to make this into a fee schedule. The 
committee is sincerely trying to perform a service 
which will assist every doctor in this state, but to do 
so, must have the co-operation of the physicians to 
arrive at a proper basis for operations. It is for those 
reasons that your sincere and conscientious co-opera- 
tion in this project is solicited. 


New Assistant Dean Appointed 


The Kansas Medical Society would like to take 
this opportunity to welcome the new assistant dean 
of the University of Kansas School of Medicine. It 
was with regret that we said goodbye to our very 
dear friend, Dr. Vernon E. Wilson, as he moved to 
the deanship of the University of Missouri School 
of Medicine in Columbia, Missouri. 

Dr. Robert P. Hudson is the newly appointed as- 
sistant dean, in charge of student affairs, of the 
University. Doctor Hudson, who has been on the 
faculty in the Department of Medicine at KUMC, 
is a graduate of that school. He received his A.B. 
degree from Kansas in 1948 and his M.D. in 1952. 
He spent his internship at St. Luke’s Hospital in Kan- 
sas City, and his residency in medicine was at the 
University of Kansas. 

Following completion of his residency in 1958, 
he became an instructor in that department and was 
promoted to associate in medicine in July 1959. 

The 33-year-old physician is a native of Kansas 
City, Kansas. His new appointment became effective 
as of the first of this month. 

The Society hopes that the fine relationship that 
it has had with the assistant dean in the past shall 
continue with Doctor Hudson. 

Once again, the Society would like to congratulate 
Doctor Hudson on his appointment and promise 
its full support to his office. 


There are three degrees of filial piety. The highest 
is being a credit to our parents, the next is not dis- 
gracing them; the lowest is being able simply to sup- 
port them.—Confucius 


The Business Side 
Medicine 


How the Marital Deduction Affects Your Estate 


FLOYD F. WEHRENBERG, Kansas City, Missouri 


Proper use of the marital deduction is of vital im- 
portance in planning your estate. One of the major 
problems that must be faced by the successful man 
today is how much of his property will be left after 
taxes and be available for the benefit of his family. 
Some years ago a law was passed which makes it 
possible to reduce greatly your estate taxes by proper 
qualification of assets. Under this law a deduction is 
granted from the gross estate equal to the value of 
property passing to a spouse outright with full power 
of appointment, but limited to 50 per cent of the 
estate valuation. This is known as the marital deduc- 
tion. 


For Example 
By this means it is possible to save a large sum in 
taxes thus leaving more funds for your family. On 
smaller estates the saving is quite substantial. Con- 
sider the following example. Doctor Jones’ estate is 
valued at $120,000; use of the marital deduction 
would provide tax savings as illustrated: 
Marital Deduction 
USED NOT USED 
$120,000 $120,000 
Specific Exemption 60,000 60,000 
$ 60,000 $ 60,000 
Less: Marital Deduction 
One-half of Estate 
Amount Subject to Tax .......... $ 60,000 
Tax Saving from Marital Deduction $ 9,340 $ — 


Mr. Wehrenberg is Missouri-Kansas manager, Profes- 
sional Management Midwest, 4010 Washington Street, 
Kansas City, Missouri. 


From this example it can readily be seen that set- 
ting up your estate to take advantage of the marital 
deduction may save substantial taxes on your estate. 

On larger estates be careful of a tax trap! Many 
men leave their entire estate to their wives outright. 
If the total estate amounts to more than $120,000 
this can lead to tax extravagance. You must remember 
that the marital deduction is limited to one-half of 
your estate. If you leave your wife more than this, all 
property in excess of one-half will be taxed in your 
estate and furthermore, all property passing outright 
to your wife will again be taxed in her estate. This 
means that all property left outright to your wife 
in excess of one-half of the estate will be subject to 
tax in both your estate and hers. 


Careful Planning Can Save 


This double taxation can be avoided by proper 
arrangement of your estate plan, The most prudent 
plan is to leave her one-half the estate outright in 
order to qualify her for the maximum marital deduc- 
tion and the other one-half in such a manner that it 
will not be taxed a second time in her estate. The 
second tax can be eliminated by placing the other 
one-half of your estate in a trust designed to give 
your wife all the benefits of its use. She could re- 
ceive the income from the trust and be paid principal 
amounts for support and medical care. The remainder 
of the trust will on her death pass untaxed to the 
beneficiaries originally named in your will. Such a 
plan could save you thousands of dollars in estate 
taxes. Consider the following examples of a $200,000 
estate. 
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50% 
100% Outright 
Outright 50% 


to Wife in Trust 
$200,000 $200,000 
60,000 60,000 


$140,000 $140,000 
100,000 100,000 


Gross Estate 
Specific Exemption 
Marital Deduction 
Taxable Estate—Doctor $ 40,000 $ 40,060 
Taxable Estate—Mrs. ........... $195,200 $100,000 
Tax Saving by Putting One-Half 


$ 26,200 


As you can see, proper use of this deduction can 
mean thousands of dollars of additional assets to 
your heirs. You can also observe that technical errors 
can be extremely costly. For these reasons it is wise 
to consult with skilled attorneys in the field of estate 
planning when setting up your program to insure 
proper qualification of your property for the purpose 
of the marital deduction. 


New M.D.’s 1958-59 


In its annual comprehensive report on all aspects 
of medical education, the Council on Medical Educa- 
tion and Hospitals of the American Medical As- 
sociation announced that the 1958-59 graduating class 
receiving the M.D. degiee numbered 6,860, only one 
less than in 1957-58. 

These two classes were the largest except for the 
1954-55 year when the class was 6,977. The increase 
in that term was occasioned by including as grad- 
uates the 50 students completing the intern year then 
required by Stanford University. 

According to the council's report, which appeared 
in the Nov. 14 issue of the JoURNAL of the American 
Medical Association, 43 medical schools had de- 
creases in the number graduated while 34 schools ex- 
perienced increases. 

Women comprised 5.4 per cent of the graduating 
class and comprised 5.9 per cent of the Canadian 
1958-59 graduating class. 

Much of the council's report dealt with educational 
opportunities for the number of medical students 
considered adequate to satisfy medical service needs 
in a vastly growing population. 

“To accomplish this task and at the same time 
maintain high standards of medical education rep- 
resents a challenge at least as important as any prob- 
lem facing medicine today,” the A.M.A. report said. 

The council indicated a need for 10,000 graduates 
a year from medical schools in the United States by 
1975. 

“The fundamental issue,” the report said, “does 
not involve the question of which of various studies 
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have resulted in the most accurate estimate of the 
need for increased numbers of medical school grad- 
uates. The basic and urgent concern is that all esti- 
mates indicate a need for expansion of educational 
facilities in medicine in a brief period which far ex- 
ceeds any expansion of such facilities that has oc- 
curred in a similar period during modern times.” 


Cost of Medical Care 


Medical care costs are showing an upward trend. 
Cost of medical care last year was about 5 per cent 
higher than in 1957, a percentage increase exceeded 
only by the rise in transportation costs. 

The way in which the patient's medical care dollar 
is spent has changed radically. For instance, the phy- 
sician’s share has been declining steadily over the 
past 30 years—from 32:6 cents in 1929 to 24.5 cents 
in 1957, Contrary to popular belief, the amount spent 
on drugs has remained stable—at 20.6 cents for the 
same period. On the other hand, however, the money 
spent on health insurance and hospital care has 
practically doubled. 

What conditions are most responsible for hos- 
pitalization? In short-term hospitals, childbirth ranks 
first, evidence presented in the publication indi- 
cates. In the period from July 1957 to July 1958, 
childbirth accounted for the highest number of dis- 
charges from short-stay hospitals—approximately 3!/ 
million. Upper respiratory infections were second 
with 1,231,000, and other respiratory infections such 
as influenza and pneumonia ranked third, with 976,- 
000 discharges. 

The number of persons entering hospitals annually 
has increased nearly 150 per cent in the 20 year 
period extending from 1937 to 1957. One reason for 
this increase is the growing number of hospital de- 
liveries. However, during the same period, length of 
patients’ stay in all types of hospitals has decreased 
44 per cent. In general hospitals alone, the length of 
stay has dropped almost 30 per cent—from 12.6 days 
in 1937 to 8.9 days in 1957. 

Health insurance has become increasingly common, 
with 7 out of every 10 Americans now having some 
form of health insurance. The most common is 
protection against hospital expense. Surgical expense 
is the next most common form of insurance, followed 
respectively by regular medical expense and major 
medical expense. 

In addition to providing protection against illness, 
health insurance encourages persons to seek medical 
care. 

Statistics show that persons with health insurance 
utilize medical services more frequently than those 
not covered. They visit physicians more often and 
enter hospitals more frequently each year, but spend 
much less time in hospitals than those without health 
insurance. 
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Medical Education Committee Reports 


A special committee of consultants to the Federal 
government has recommended what was termed an 
urgent, essential program designed to maintain the 
present ratio of physicians in a sharply expanding 


population. 
Dr. Leroy E. Burney, Surgeon General of the Pub- 


lic Health Service, gave his personal approval to the 
recommendations made by his 22-member Consultant 
Group on Medical Education after about a year's 
study. But he said he couldn't indicate yet “the ex- 
tent to which they can be incorporated” in next year’s 
proposals of the Department of Health, Education, 
and Welfare. 

The Consultant Group recommended expansion of 
existing medical schools and construction of 20 to 24 
new ones with Federal help, Federal scholarships for 
medical students, and greater efforts in the field by 
states, local communities, foundations, individuals, 
industry, and voluntary agencies. 

The group said the present ratio of 133 doctors of 
medicine and 8 doctors of osteopathy per 100,000 
population is “a minimum essential to protection of 
the health of the people of the United States.” 

To maintain this ratio the Group said, “the num- 
ber of physicians graduated annually by schools of 
medicine and osteopathy must be increased from the 
present 7,400 a year to some 11,000 by 1975—an in- 
crease of 3,600 graduated. 

“To meet the country’s need for physicians for 
medical care, teaching, research and other essential 
purposes will require an immediate and strenuous 
program of action by the nation as a whole,’ the 
Group’s 95-page report stated. 

“This program must safeguard and improve the 
quality of medical education as well as bring about 
the needed substantial increase in the number of 
physicians.” 

The No. 1 recommendation of the Group was for 
the Federal government to appropriate over the next 
ten years funds—estimated at about $500 million “on 
a matching basis to meet construction needs for med- 
ical education,” including necessary teaching hos- 
pitals. 


Washington 
HIGHLIGHTS 


This summary of Washington news is prepared by the 
A.M.A. Washington Office for distribution to state med- 
ical journals. 


Physician Supply Will Continue to Lag 


“The Consultant Group is convinced that the na- 
tion’s physician supply will continue to lag behind 
the needs created by increasing population unless the 
Federal government makes an emergency financing 
contribution on a matching basis toward the con- 
struction of medical schooi facilities,” the report said. 

The Group also said research grants to medical 
schools “should cover full indirect costs so that med- 
ical schools are properly reimbursed for the contri- 
bution of medical education to medical research.” 

These two recommendations were in line with 
American Medical Association positions on the mat- 
ters. 


The Group also urged “more generous public and 
private support for the basic operations of medical 
schools.” Such support, the report added, ‘must 
come from many sources, including state and local 
appropriations, endowments, gifts and grants, uni- 
versities, and reimbursement for patient care.” 

Most of the consultants were physicians or edu- 


cators. They included Dr. Julian Price of Florence, 
S. C., a member of the AMA Board of Trustees, and 


Dr. Edward L. Turner, Director of the AMA Divi- 
sion of Scientific Activities. 


Highlights of the Group’s Report Included: 


¢ To maintain the present physician-population 
ratio, the expected 1975 population of 235 million 
will require a total of 330,000 doctors of medicine 
and osteopathy. 

¢ There also must be 12,000 entering students in 
1971, as against about 7,600 a year now. 

e “In a real sense, the needs for physicians can- 
not be met by numbers alone. They will be met only 
as an expanded program maintains and enhances the 
quality of medical education.” 

© The entry of more physicians into research, in- 
dustrial medicine and similar activities “has made 
possible much of the progress of modern medicine.” 
But it also has resulted in “relatively fewer physicians 
devoting full time to patient care.” 
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Relations Committees Discuss Utilization 


Possibilities of establishing Hospital Utilization 
Study Committees, the practicality of the No-Fee- 
Schedule approach to prepayment, district relations 
committees for adjudication of “‘usual charge” cases, 
and Blue Shield programming by area were the key 
subjects discussed at the fall series of District Blue 
Shield Relations Committees’ meetings just concluded. 

e All of the committees have agreed that Hospital 
Utilization Study functions should be carried out 
in their areas, In most cases, it was agreed that the 
study would perform a valuable function. The groups 
felt it would serve as a constant reminder to physi- 
cians that every effort should be made to provide com- 
pletely adequate medical care, but at the same time 
not to over use drugs and laboratory facilities. 

In some districts the committee indicated accept- 
ance of the work but pointed out that the matter 
should be presented to their county society for ap- 
proval. In other districts it was felt that the Study 
Committee function could fit in with already existing 
medical staff committees. In still other areas, it was 
requested that the President or Chief of Staff of the 
hospitals be contacted and ask that special committees 
be appointed for this purpose. 

© The No-Fee-Schedule approach to prepay- 
ment (discussed in detail in these columns two 
months ago) was favored in about half of the dis- 
tricts. 

Eight of the committees felt that no further work 
should be done on this type of program. The other 
eight committees felt that the idea was sufficiently 
interesting to warrant further study and work by Blue 
Shield. 

Among the committees responding favorably, a 
majority opposed a statewide No-Fee-Schedule pro- 


gram. These committees felt that this concept could 


work successfully in limited geographical areas. (A 
meeting still is to be scheduled in Councilor District 
I], which is Wyandotte County.) 

Specifically, the committees felt that a given med- 
ical area could have a special program of its own 
based on the No-Fee-Schedule payment arrangement 
which would be limited to their own area. In most 
cases, it was felt that area rating would have to be 
involved in such a program. 

@ In the discussion concerning district relations 
committees as adjudication committees for “usual 
charge” cases under the Blue Shield Extended 
Benefits Programs, all but one agreed that decisions 
of this nature could best be made at a local level. The 
one committee which did not agree to this approach 
made the suggestion that the case first be sent to the 
District Relations Committee for development of all 
information concerning the case. This case would 
then be sent to the State Committee on Blue Shield 
Relations for final action. 

The balance of the committees agreed that the de- 
cision could best be made on a local leval and 14 of 
these 15 committees agreed to assume the responsi- 
bility for the program. 

e In the discussion of the resolution which would 
permit county or regional Medical Societies to 
develop special Blue Shield contracts in their areas, 
all committees were interested in the work being done 
at present in Lyon County and expressed a desire to 
obtain additional information concerning Blue Cross- 
Blue Shield experimental programs at a future date. 
One committee passed a formal resolution directing 
its chairman to present a request to the Board of Di- 
rectors of their county society asking that they pro- 
ceed to develop a format for a special program of 
their own. 
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At an all day session of the Kansas Chapter of 
American College of Surgeons held at the Hotel 
El Dorado recently, Dr. G. E. Kassebaum of El 
Dorado, who has been president-elect the past year, 
was elected president of the Chapter for the coming 
year, Also elected at the meeting were Dr. H. S. 
O'Donnell of Ellsworth, president-elect; Dr. Robert 
Myres of Newton, secretary-treasurer; and Dr. Mur- 
ray Eddy of Hays, governor. 

Eight of the fifty surgeons who were present from 
all over Kansas presented a scientific program dur- 
ing the session. 

Dr. Fred Doorndos of El Dorado, one of the 
speakers, and Dr. Norman Overholser and Roger 
Samuelson, administrator of the Susanne B. Allen 
Memorial Hospital, presented the disaster set-up that 
was functioning at the hospital in El Dorado when 
the tornado struck in 1958. 


Dr. Nathaniel Uhr, internist at the Menninger 
Foundation, attended the American Heart Association 
meeting in Philadelphia in October. He also ad- 
dressed the Vermillion County Medical Society in 
Danville, Illinois, November 3. His subject was “An 
Internist Looks at Psychiatry.” 


Drs. Joseph Satten and Bernhard Hall attended 
the American Psychiatric Association meeting in De- 
troit recently, Doctor Hall also attended a GAP meet- 
ing in New York before returning to Topeka. 


Dr. Roy A. Lawson, head of the South-East Kan- 
sas T. B. Hospital in Chanute, was re-elected to the 
Board of Directors of the Kansas Tuberculosis and 
Health Association at their recent annual meeting. 

Over 300 official and voluntary workers in attend- 
ance learned that public apathy is the greatest stum- 


bling block in the fight to stop the spread of tubercu- 
losis. 

Authorities in the field of tuberculosis control warn 
that people need to be reminded that T. B. is still 
the Number 1 infectious disease killer in Kansas. 

The newly elected officers of the Kansas Trudeau 
Society are James C. Dowell, M.D., Lawrence, 
president; William Nice, M.D., Topeka, president- 
elect; Robert Loudon, M.D., Chanute, secretary- 


treasurer. 


Dr. Edward Greenwood, Topeka, attended a con- 
ference on the Role and Function of Treatment In- 
stitutions for Emotionally Disturbed Children, Provi- 
dence, Rhode Island, recently. He also attended a 
meeting of the National Advisory Committee cf 
Emma Pendleton Bradley Hospital, of which he is 
a member, and the Seventh National Conference of 
Physicians and Schools sponsored by the American 
Medical Association in Highland Park, Illinois. He 
also attended the Advisory Council Meeting of Mil- 
bank Memorial Fund in New York in November. 


Dr. Robert M. Daugherty, who has practiced 
medicine in Meade for 20 years, has recently joined 
the staff of the University of Kansas Student Health 
Service at Watkins Memorial Hospital. 

Dr, Daugherty replaces Dr. Dean L. Peterson, 
who is now specializing in anesthesia. 

He received both his Bachelor's and Doctor of 
Medicine degrees from University of Kansas, and 
practiced in New York for two years before return- 
ing to Kansas in 1938. 

The University has also announced another ap- 
pointment to the Health Service staff. Dr. William 
J. Ruzicka will participate in a program of physio- 
logical evaluation and in treatment of more than 300 
students who have consultation each year in a mental 
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health clinic. He has been on the psychology staff of 
Kansas State Teachers’ College at Emporia. 


Dr. Herbert Modlin presented a paper entitled 
“Physiological Reactions to Injury” at the Law- 
Science Institute, Boston, Mass, He also participated 
in the visiting lecturer series at the University of 
Texas Law Schoo! in Austin this month. 


Dr. Karl Menninger spoke on “Hope” at the 
Menninger Foundation’s annual meeting in October. 
He also spoke to the staff of the Austen Riggs 
Foundation in Stockbridge, Mass. on ‘Developments 
in Topeka.” Doctor Karl discussed “How to Secure 
Management Effectiveness’ at a meeting of the 
National-American Wholesale Grocers’ Association 
in Bermuda in October. 


Dr. Mildred R. Passmore, Winfield, was recently 
appointed County Health Officer of the Crowley 
County Joint Health Department. She was appointed 
health officer for the north part of the county and 
succeeded Dr. Carroll D. Behrhorst, also from Win- 
field. 

Doctor Behrhorst is going to Guatemala on a new 
project in public health, and preventive medicine, 
sponsored by the Lutheran Church in co-operation 
with the Guatemala Department of Health. 

Emphasis will be placed in the Guatemalan pro- 
gram, Doctor Behrhorst reports, on education and 
diagnosis rather than therapeutic treatment. A mobile 
unit will be used to tour the country in the interest 
of the health of the inhabitants, who are largely 
Indians, she said. 


Dr. L. E. Haughey, Concordia, was recently hon- 
ored by his colleagues of the St. Joseph Hospital staff 
at a dinner. Dr. Haughey, who is in his 51st year of 
medical and surgical practice, graduated from medical 
school of Washburn University in 1908 and received 
diplomas from both Washburn and Kansas Univer- 
sity, which later took over the medical school of 
Washburn. Doctor Haughey spent all but a few of 
his 50 years of practice in Concordia. He has been 
on the staff of St. Joseph Hospital in Concordia con- 
tinuously since 1915. He was a partner of Dr. Hugh 
St. John, until Doctor St. John retired eleven years 
ago, then carried on practice of medicine and surgery 
alone. 


Dr. Frank A. Trump, Ottawa, attended a re- 
fresher course put on by the University of Southern 


California in Hawaii in August. Lectures were held 
on the Island and aboard ship returning. Mrs. Trump 


accompanied him. 


Dr. Ross Jewell recently left St. John to estab- 
lish a practice in Bird City. He has set up his prac- 
tice in a new clinic which was built there only a 
few years ago. 


Dr. G. M. Tice, Kansas City, recently spoke be- 
fore members of Tuberculosis and Health Associa- 
tion and the Kansas Trudeau Society at the Lassen 
Hotel in Wichita. He was guest speaker at the eve- 
ning session of the Society's annual meeting and 
emphasized the values rather than the dangers of 
radiation. Other speakers who spoke before the 
Trudeau Society include Dr. Ralph I. Canuteson, 
of Lawrence, the State Association president and 
director of Health Services, for the University of 
Kansas; and Dr. Martin J. Fitzpatrick, Kansas 
City, gave the keynote address. 

The meeting was held for physicians interested in 
chest diseases primarily, but other diseases related to 
the heart and lungs were discussed. 


Dr. Kermit E. Krantz, chairman of the depart- 
ment of obstetrics and gynecology, University of 
Kansas School of Medicine, recently accepted a check 
for $5,000 from the Wyeth Laboratories district man- 
ager. The presentation took place at the University. 

The grant is one of 20 awards totaling $100,000 
made annually by the Philadelphia pharmaceutical 
manufacturing firm to selected medical schools and 
hospitals. The recipients may use the funds for any 
purpose they desire. 


NEW MEMBERS 


The JourNaL takes this opportunity to welcome these new 
members into the Kansas Medical Society. 


John A. Billingsley, Jr., Warren E. Roberts, M.D. 
M.D 1911 Gage Boulevard 
Topeka, Kansas 


J. Edward Slankard, M.D. 
2121 Minnesota Avenue 
Kansas City, Kansas 


Frank V. Smith, M.D. 
State Office Building 
Topeka, Kansas 


John S. Welsh, M.D. 
Mercy Hospital 
Kansas City, Missouri 


614 Huron Building 
Kansas City 2, Kansas 


William F. Dreyer, M.D. 
1031 W. 7th Street 
Larned, Kansas 


Kermit E. Drantz, M.D. 
K.U. Medical Center 
39th & Rainbow Blvd, 
Kansas City, 12, Kansas 


Victor E. Reinking, M.D. 
918 West Tenth 
Topeka, Kansas 
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Book 


REVIEWS 


Anatomy of the Human Body. By Henry Gray. 
Twenty-seventh Edition (100th year). Edited by 
Charles Mayo Goss, M.D. 1458 pp. Price $17.50. 
Lea & Febiger, Philadelphia. 


One hundred years ago Henry Gray published his 
Anatomy of the Human Body. There have been 32 
English editions and only 27 American. In these 100 
years 572,500 copies have been sold. There have been 
only nine American editors. The style and spirit of 
Gray still remain as well as many of the beautiful 
original drawings done by Dr. H. V. Carter. This has 
always been one of the favorite books of the medical 
student and general practitioners alike. Embryology 
is given in a useful way with general statements as 
the first chapter, thereafter a short presentation at the 
beginning of each chapter where embryological mate- 
rial will contribute to the understanding of normal 
and aberrant morphology. This is especially true of 
the blood vascular and nervous systems. The nervous 
system is more than adequately handled for the gen- 
eral practitioner who makes routine neurological ex- 
aminations. 

What has kept Gray’s Anatomy alive? No doubt it 
has been its clarity, to begin with, and insisted upon 
by all subsequent editors from Dunglison to Goss. 
Each in his turn have kept abreast of his time, not 
making the book an encyclopedia but truly an expo- 
sition of the science of anatomy. The present edition 
has excellent references with adequate subject and 
author indexes.—P. G. R. 


Surgery of the Prostate. By Henry M. Wey- 
rauch, M.D. 535 pp. Price $15.00. W. B. Saunders 
Co., Philadelphia, 1959. 


This is a 535 page volume written by Henry M. 
Weyrauch, clinical professor of Urology, Stanford 
University, School of Medicine. 

It is a comprehensive treatise on surgery of the 
prostate and it is dedicated to the residents, who 


served with Dr. Weyrauch in the division of Urology. 
For all Urology residents in training, this book should 
serve as a fresh, moving, stimulating guide for the 
management of prostatism. 

The evaiuation of types of prostatectomy is drawn 
from current concepts. The description of surgical 
procedures are detailed, lucid, and exceptionally well 
illustrated. 

For the practicing Urologist this book affords an 
enjoyable review and is a valuable reference for use 
in the improvement of surgical technique of prosta- 
tectomy.—E. M. F. 


Surgery of the Foot. By Henri L. DuVries, 
M.D. 494 pp. Price $12.50. C. V. Mosby Co., St. 
Louis, Mo., 1959. 


Another volume has been added to the vast library 
of orthopedic surgery, and this newest addition ‘Sur- 
gery of the Foot,” will serve as a real adjunct in the 
treatment of foot problems. 

DuVries, who was initially a chiropodist, later re- 
ceived a medical education and became an orthopedic 
surgeon. Consequently, his approach to orthopedics 
of the foot is rather unique and possibly more com- 
prehensive than the work of some authors in the past. 

A discussion of the many minor, but common and 
disabling conditions found in the foot, is a subject 
well chosen. The author prefaces the text by stating 
that such foot problems as club feet and other ex- 
treme disabilities have been adequately discussed in 
much of the orthopedic literature. There is a plethora 
of illustrations including radiographic reproductions 
and sketches of the foot concerning pathology and 
treatment. After a brief review of the anatomy and 
its functional relationships, succeeding chapters de- 
scribe operative principles, the diseases of the foot 
including infections, burns and freezing, ulcers, es- 
pecially those associated with diabetes mellitus, tu- 
mors of the foot, sundry skin disorders, and affections 
of synovia and tendons. Finally, there is a section 
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pertaining to the neuropathies, fractures, and to anom- 
alies. 

The book is well written, concise, and is most use- 
ful for its abundant bibliography following each 
chapter. 

This first edition is highly recommended to the 
orthopedic surgeon who encounters foot problems 
so frequently and to the physician who sees such prob- 
lems occasionally.—H. G. K. 


Synopsis of Treatment of Anorectal Diseases. 
By Stuart T. Ross, M.D., F.A.C.S., F.1.C.S. Cloth 
$6.50. 240 pp. with 79 illustrations. C. V. Mosby 
Co., 3209 Washington Blvd., St. Louis 3, Mo. 


This book is an easily read, adequately illustrated 
presentation of diseases in a field frequently bringing 
the patient to the physician. The author includes only 
essentials, fulfilling a real need in this day of rapid 
expansion of medical knowledge and voluminous 
medical literature. There are no wasted words, even 
bibliography being omitted. Dr. Ross’s experience as 
a practitioner, writer, teacher and organizer is ob- 
vious as one reads this, his latest publication —L. A. S. 


Jacopo Berengario da Carpe: A Short Intro- 
duction to Anatomy. By L. R. Lind with anatom- 
ical notes by Paul G. Roofe. 228 pages. Price 
$5.00. The University of Chicago Press, Chicago. 


This translation of Berengario’s 1523 edition of 
Isagogae Brevis fills an important gap between Me- 
dieval writings in anatomy and those of Vesalius. It 
is apparent from reading this work, that Berengario 
dissected numerous cadavers for he frequently gives 
rather detailed directions on how to expose to best 
advantage various structures. He was an astute ob- 
server, for the description of morphologic relation- 
ships is surprisingly accurate considering the handi- 
caps he must have worked under. Most important he 
broke away from the long standing tradition of blind- 
ly following Galen’s teachings. As an example he 
recognized the brain as being independent of the 
cranial bones unlike the general belief that it was 
related to the cranium as the marrow is to bones in 
general. However, interpretations of function leaves 
much to be desired. 

The text is amply illustrated with reproductions of 
original figures. The translation from the Latin is 
skillfully done by Dr. Lind who is no novice in this 
field. The anatomical notes appearing at the end of 
the text are of considerable help in clarifying some 
of Berengario’s vague descriptions. This is a book 


that every student of the history of anatomy and med- 
icine will want to read.—H. A. M. 


Anatomy of the Human Body. By R. D. Lock- 
hart, M.D., Ch.M., F.R.S.E.; G. F. Hamilton, 
B.Sc., M.B., Ch.B.; and F. W. Fyfe, M.A., M.B., 
Ch.B. 697 pp. 965 illustrations. Price $14.00..J. B. 
Lippincott Company, Philadelphia, 1959. 


Recent educational policy related to cutting time 
spent in basic anatomy has altered to some extent the 
type of textual material presented to the student of 
medicine. From Vesalius to the present, pictorial rep- 
resentation of the human body has assumed an ever 
greater importance and economy in transmitting in- 
formation to the brain. The purpose of the book 
under review is stated by the authors “‘to lighten the 
burden of the student of anatomy.”’ This is truly what 
this book can do. 

Text material has been halved, without in any way 
subtracting basic information found in classical texts 
of anatomy. Illustrations are not only superb but 
they are given in close association with the clear, crisp 
text. Embryology is not considered and histology is 
handled only to the extent that the illustrations and 
text aid in bridging the gap between what can actu- 
ally be seen and the view under the microscope. 

The nervous system both peripheral and central 
covers 217 pages which includes the sense organs. 
The diagrams and illustrations make up for what 
would ordinarily cover twice this amount. This ap- 
pears to be quite an adequate treatment of the entire 
nervous system. The newer knowledge concerning 
the structure an function of the reticular formation 
is not given. However the treatment is not less slight- 
ed than that found in Neuroanatomy texts of the 
same date. 

Emphasis upon function and clinical application 
are presented immediately with the anatomy and not 
relegated to special sections. Illustrations from living 
material make this even more strikingly appealing. 
Diagrams are crowded here and there, and in some 
cases necessarily are small which puts a strain upon 
the reader to gather all that should be obtained from 
such a compact presentation. This is evident in guide- 
lines converging on two closely associated structures. 

The authors have filled a need in modern anatom- 
ical teaching where time must be conserved. They 
have shortened text material and made available more 
illustrations which not only adequately presents mate- 
rial but permits the student to conceptualize intricate 
and complicated anatomy in a functional setting. For 
the man in practice this text may be a blessing to have 
a concise, yet adequate treatment of human anatomy. 
—P.G.R. 
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The Kansas Medical Society—1959-1960 


OFFICERS COUNCILORS 
: Tet . W. Manley, Kansas City 
Immediate Past President......... Thomas P. Butcher, Emporia Ralph Ball, 
First Vice-President.............. Harold M. Glover, Newton District 6.........eeeeeeeeeeeee James A. McClure, — 
Second Vice-President............ Norton L. Francis, Wichita ‘ames E. Hill, Arkansas City 
A.M.A. Alternate, 1958-1959....... Cyril V. Black, Pratt Henry S. O’Donnell, Ellsworth 
A.M.A. Delegate, 1959-1960....... Lucien R. Pyle, Topeka Clair J. Covance, Great Bend 
A.M.A. Alternate, 1959-1960 Norton Wichita Lyle G, Glenn, Protection 
Chairman of Editorial Board....... Orville R. Clark, Topeka H. Preston Palmer, Scott City 


OFFICERS OF COMPONENT SOCIETIES—1959 


Society President Secretary 
R. T. Nichols, Hiawatha 
Bruce G. Smith, "Arkansas C. J. Zerwick, Arkansas City 
R. E. Baldridge, Kingman...... .G. E. Burket, Jr., Kingman 
.Guy W. Cramer, Marion..... D. Pace, Parsons 
Graham, Leavenworth. -J. M. Graham, Leavenworth 
Hopper, Emporia.... C. H. Munger, Emporia 
P. Hibbet, McPherson. E. C. Brandsted, McPherson 
Er -R. D. Wood, Peabody..... .R. L. Krause, Goessel 
Marahells. ..cscccececs -Lewis R. Laws, Marysville. . Harold L. Lawless, Blue Rapids 
-Melvin Masterson, Paola.. - Robert E. Banks, Paola 
Mitchell....... .-H. B. Vallette, Beloit........ 3 F. Nienstedt, Beloit 
Montgomery -Albert E. Bair, Independence........ . E. Barbera, Independence 
ORERS -Robert W. Blackburn, Council Grove... ..James E. Schultz, Council Grove 
. Albert A. Kihm, Chanute 
7 J. L. Ruble, Jr., Overbrook 
a6 Fred E. Brown, St. Marys 
F. G. Freeman, Pratt... JT. W. Jacks, Pratt 
H. D. Doubek, Belleville 
E. D. McNeil, K. M. Boese, Manhattan 
Kenneth McLain, Peter K. Wiens, Ness City 
N. Francis, A. Carter, Wichita 
Pitupatrick, Clty... Wray Enders, Kansas City 
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when you see 
Signs of 
anxiety-tension 
specify 


D 
a tal dihydrochloride 


brand of thiopropazate dihydrochloride 


for rapid relief of anxiety manifestations 


You wiil find Dartal outstandingly beneficial 
in management of the anxiety-tension states 
so frequent in hypertensive or menopausal 
patients. And Dartal is particularly useful 
in the treatment of anxiety associated with 
cardiovascular or gastrointestinal disease, or 
the tension experienced by the obese patient 
on restricted diet. You can expect consistent 
results with Dartal in general office practice. 


with low dosage: Only one 2, 5 or 10 mg. tablet 
t.i.d. with relative safety: Evidence indicates Dartal 
is not icterogenic. 


Clinical reports on Dartal: 1. Edisen, C. B., and Samuels, 
A.S.: A.M.A. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
2. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958. 
3. Mathews, F. P.: Am. J. Psychiat. 114:1034 (May) 1958. 


SEARLE 


— 

| 
— 
4 
g 


Substantiated by published reports of leading clinicians: 


- effective control 
of allergic 
and 
inflammatory symptoms™ 


¢ minimal disturbance 
of the patient’s 

chemical and psychic 
balance’***” 


| ~~ » of the patient’s chemical and psvehic balance. 
4 
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At anti-inflammatory and antiallergic levels ARISTOCORT means: 


e freedom from salt and water retention 


virtual freedom from potassium depletion 

¢ negligible calcium depletion 

* euphoria and depression rare 

* no voracious appetite— no excessive weight gain 

¢ low incidence of peptic ulcer 

* low incidence of osteoporosis with compression fracture 


indications: rh toid arthritis; arthritis; respiratory allergies; allergic and inflammatory 
dermatoses; Mavaiinined lupus erythematosus; nephrotic syndrome; lymphomas and leukemias, 
Precautions: With aristocort all traditional precautions to corticosteroid therapy should be ob- 
served. Dosage should always be carefully adjusted to the smallest amount which will suppress 
symptoms. After patients have been on steroids for prolonged periods, discontinuance must be 
carried out gradually. 

Supplied: Scored tablets of 1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 16 mg. (white). 
Diacetate Parenteral (for intra-articular and intrasynovial injection). Vials of 5 cc. (25 mg./ce.). 


Dibrones 1, Feinberg, S.M., Feinberg, A.K., and Fisherman, 
E.W.: J.A.M.A. 167:58 (May 3) 1958. 2. Epstein, J.I. and Sher- 
wood, H.: ae gar Med. 22 :822 (Dec. ) 1958. 3. Friedlaender, S. 
and Friedl A.S.: Antibiotic Med. & Clin. Ther. 5:315 
(May) 1958. 4. Segal, M. Ss. nor Duvenci, J.: Bull. Tufts North East 
M. Center 4:71 (April-June) 1958. 5. Segal, M.S.: Report to the 
A.M.A. Council on Drugs, J.4.M.A. 169:1063 (March 7) 1958. 
6. Sherwood, H. and Cooke, R.A.: J. Allergy 28:97 (Mar.) 1958. 
7. Duke, C.J. and Oviedo, R.: Antibiotic Med. & Clin. Ther. 5:710 
(Dec.) 1958. 8. McGavack, T.H.: Clin. Med. (June) 1958. 9. Frey- 
berg, R.H.; Berntsen, C.A., and Hellman, L.: Arthritis and Rheu- 
matism 1:215 (June) 1958. 10. Hartung, E.F.: J.4.M.A. 167:973 
(June 21) 1958. 11. Hartung, E.F.: J. Florida Acad. Gen. Pract. 
8:18, 1958. 12. Zuckner, J.; Ramsey, R.H.; Caciolo, C., and Gant- 
ner, G.E.: Ann. Rheum, Dis. 17:398 (Dec.) 1958. 13. Appel, B.; 
Tye, M.J., and Leibsohn, E.: Antibiotic Med. & Clin. Ther. 5 716 
(Dec.) 1958. 14. Kalz, F.: Canad. M.A.J. 79:400 (Sept.) 1958. 
35. Mullins, J.F., and Wilson, C.J.: Texas State J. Med. 54:648 
(Sept.) 1958. 16. Shelley, W.B.; Harun, J.S., and Pillsbury, D.M.: 
J.4.M.A. 167:959 (June 21) 1958. 17. DuBois, E.F.: J.A.M.A. 
167:1590 (July 26) 1958. 18. McGavack, T.H.; Kao, K.T.; Leake, 
D.A.; Bauer, H.G., and Berger, H.E.: Am. J. Med. Sc. 236:720 
(Dec.) 1958. 19. Council on Drugs: J.A.M.A. 169 :257 (Jan. 17) 
1959. 20. Rein, C.R.; Fleischmajer, R., and Rosenthal, A.R.: 
J.A.M.A. 165:1821 (Dec. 7) 1957. 
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tranquilizing action 
divorced from such 
“diffuse” effects as 


toxic effects. than those demonstrated with. other phenothiazines This drug appears to rep- : 
a major addition to the safe and effective t treatment of a ri _ of p psychological dis- 


virtually Tree Of SuCN + jaunaice - Farkinsonism - dyscrasia 
| 
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new advance in tranquilization: 
reater specificity of tranquilizing action results in fewer side effects 


— 
A asst *HCI The presence of a thiomethyl radical (S-CH,) is unique in 
Mellaril and could be responsible for the relative absence of 
L—a—( ) side effects and greater specificity of psychotherapeutic action. 
This is shown clinically by: ; 


CH, 


{ A specificity of action on certain brain sites in 
contrast to the more generalized or “diffuse” 
action of other phenothiazines. This is evidenced 


MELLARIL 
; by a lack of appreciable anti-emetic effect. 


PS 
suppression of vomiting 


mittle effect on blood pressure 
ind temperature regulation 


2 Less “spill-over” action to other brain areas ~ 
hence, absence of undue sedation, drowsiness or 
autonomic nervous system disturbances. 


<r 3 A notable absence of extrapyramidal stimulation. 


‘ pening of blood pressure 
temperature regulation 4 Lack of impairment of patient’s normal drive and energy. 


5 Virtual freedom from such toxic effects as 
jaundice, photosensitivity, skin eruptions, 
” blood forming disorders. 


INDICATION USUAL STARTING DOSE TOTAL DAILY DOSAGE RANGE 


— 


ADULTS: Mental and Emotional Disturbances: 
MILD —where anxiety, apprehension and tension are present 10 mg. t.i.d. 20-60 mg. 
MODERATE—where agitation exists in psychoneuroses, alco- 25 mg. tid. 50-200 mg. 
holism, intractable pain, senility, etc. 

SEVERE —in agitated psychotic states as schizophrenia, manic 


depressive, toxic psychoses, etc.: 
Ambulatory 100 mg. t.i.d. 200-400 mg. 


Hospitalized 100 mg. tid. 200-800 mg. 


CHILDREN: BEHAVIOR PROBLEMS IN CHILDREN 10 mg. tid. 20-40 mg. 


MELLARIL Tablets, 10 mg., 25 mg., 100 mg. 


*Ostfeld, A. M.: Scientific Exhibit, American Academy 
of General Practice, San Francisco, April 6-9, 1959 
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meprobamate with PATHILON® tridihexethyl chloride Lederle 


greater flexibility in the control of tension, hypermotility 
and excessive secretion in gastrointestinal dysfunctions 


PATHIBAMATE combines two highly effective and well-tolerated 
therapeutic agents: 

meprobamate (400 mg. or 200 mg.) widely accepted tranquilizer and... 
PATHILON (25 mg.)—anticholinergic noted for its peripheral, atropine-like 
action, with few side effects. 


The clinical advantages of PATHIBAMATE have been confirmed by nearly 
two years’ experience in the treatment of duodenal ulcer; gastric ulcer; in- 
testinal colic; spastic and irritable colon; ileitis; esophageal spasm; anxiety 
neurosis with gastrointestinal symptoms and gastric hypermotility. 


Because of individual variation in the intensity of stimuli in gastrointestinal 
disorders, adequate dosage for optimum control may be expected to vary as 
well. The dosage strengths of PATHIBAMATE-400 and PATHIBAMATE-200 
facilitate individualization of treatment in respect to both the degree of 
tension and associated G.I. sequelae, as well as the response of different 
patients to the component drugs. 


Supplied: PATHIBAMATE-400-— Each tablet (yellow, 1/2-scored) contains 
meprobamate, 400 mg.; PATHILON tridihexethy! chloride, 25 mg. 
PATHIBAMATE- 200 — Each tablet (yellow, coated) contains mep- 
robamate, 200 mg.; PATHILON tridihexethyl chloride, 25 mg. 

Administration and Dosage: PATHIBAMATE-400 —1 tablet three times a day at mealtime and 
2 tablets at bedtime. 
PATHIBAMATE-200—1 or 2 tablets three times a day at mealtime 
and 2 tablets at bedtime. 
Adjust to patient response. 
Contraindications: glaucoma; pyloric obstruction, and obstruction of the urinary bladder 
neck, 
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whenever there is 
inflammation, 
swelling, pain 


VARIDASE 


CAL 
Tablets 


conditions 
for a fast 
comeback 


ADVERTISEMENTS 


as in 
episiotomy 


VARIDASE Buccal provides a sim- 
ple, natural way to faster, early 
healing. By activating the fibri- 
nolytic enzymes responsible for 
normal recovery, VARIDASE short- 
ens the catabolic phase of 
host response and reverses in- 
flammatory reaction. Edema is 
reduced. 


VARIDASE is not an anti-infective, 
but by increasing the perme- 
ability of the fibrin wall, it eases 
penetration of natural regenera- 
tive factors and fosters healthy 
tissue growth, making infection 
less likely. 


VarIDASE Buccal Tablets contain: 
10,000 Units Streptokinase and 


2,500 Units Streptodornase. 
Supplied: Boxes of 24 and 100, 


LEDERLE LABORATORIES, 
a Division of American Cyanamid Co., 


| Pearl River, New York 
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The first synthetic penicillin 


MAJOR THERAPEUTIC 
for general clinicai use 


BLOOD LEVELS SAFER ORAL ROUTE IMPROVED 

TWICE AS HIGH PROVIDES HIGHER ANTIBIOTIC 

AS WITH BLOOD LEVELS THAN | EFFECT FROM 
POTASSIUM INTRAMUSCULAR COMPLEMENTARY 


PENICILLIN V PENICILLIN G ACTION OF ISOMERS 


| 


ANTIBIOTIC 
ACTIVITY 
DIRECTLY 
PROPORTIONAL 
TO ORAL DOSE 


REDUCED HAZARD 
OF SERIOUS 
ALLERGENICITY 
BY SAFER 

ORAL ROUTE 


: | ADVANTAGES ACCOMPANY MOLECULAR ASYMMETRY 


MANY 

STAPH STRAINS 
MORE 
SENSITIVE TO 
SYNCILLIN 


by 


ORIGIN OF A NEW 
SYNTHETIC PENICILLIN 


In March, 1957, Dr. John C. Sheehan of the Massachusetts Institute of Technology 
announced the total synthesis of penicillin from common raw materials, thus solving 
a problem which had baffled research workers for more than 15 years. Although total 
synthesis was not commercially practicable, this work, sponsored by Bristol Laboratories, 
made possible the subsequent synthesis of new penicillins not occurring in nature. Later 
scientists at Beecham Laboratories in England discovered that a key intermediate 
(6-aminopenicillanic acid) could be produced by a fermentation process. With these 
achievements, large scale production of synthetic penicillins became feasible. 


Organic chemists at Bristol then embarked upon an intensive program to develop better 
penicillins. Over five hundred were synthesized and underwent preliminary screening. 
Forty-six showed sufficient promise to warrant further investigation. Extensive micro- 
biological, pharmacological, and clinical screening indicated that one compound, 
SYNCILLIN, had advantages of major importance over other penicillins. 

SYNCILLIN is the N-acylation product of 6-aminopenicillanic acid and q-phenoxypropi- 
onic acid (the phenylether of lactic acid). It is freely soluble in water and remarkably 
resistant to decomposition by acid. The acid stability of SYNCILLIN is equivalent to that 


of penicillin V at pH 2 and pH 3 at 37° C.! 


SIGNIFICANCE OF MOLECULAR ASYMMETRY 
AND ISOMERIC COMPLEMENTARITY 


SYNCILLIN has a molecular configuration similar to penicillin V, but contains an addi- 
tional CH; group so positioned as to render the adjacent carbo. atom asymmetric. (In 
the formulae below, the added CH; group is shown in blue and the asymmetric carbon 


atom in red.) As a result, SYNCILLIN occurs as a mixture of two isomers. 


Each isomer has been synthesized in essentially pure form and found to possess distinctive 
‘chemical and biological properties. The L-isomer is 2 to 17 times more active than the 
D-isomer against many of the organisms tested. As produced, SYNCILLIN is a mixture of 
the L-isomer and the D-isomer. As will be shown later, the antibiotic effect of the 
clinically available mixture, SYNCILLIN, is greater than either isomer alone against many 


organisms. This phenomenon is referred to here as isomeric complementarity. 


-NH-CH- CH (CHs)2 POTASSIUM PENICILLIN V 
H CH-C-O-K 
4 
fe) 
CR; O 
D-lsomer G=c —NH~CH-CH C(CHs)2 
H CH-C-O-K 
o " 
SYNCILLIN 
H O Ss 
tou 
L-Isomer -NH-CH-CH C (CHs)2 
CH; C—N | 
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ISOMERIC COMPLEMENTARITY 
DEMONSTRATED IN VITRO 


The in vitro minimum inhibitory concentration (MIC) of SYNCILLIN and of each of its 


two component isomers was determined for a variety of common pathogens and labora- 


tory test organisms. As may be seen from Table 1, all three are highly effective against 


penicillin-susceptible staphylococci and against pneumococci, streptococci, gonococci, 


and corynebacteria; all are ineffective against Salmonella, E. coli, and other gram- 


negative coliform bacilli. 


SYNCILLIN Was more active against many of the test strains including some streptococci 


and staphylococci than either of its components. This demonstrates in vitro the phe- 


nomenon of isomeric complementarity. 


TABLE 1 


Minimum Concentrations of SYNCILLIN and Components 
Required to Inhibit a Wide Range of Bacteria 


Bacillus anthracis 

Bacillus cereus 

Bacillus circulans ATCC 9961 

Corynebacterium xerosis 
*Diplococcus pneumoniae 

Escherichia coli ATCC 8739 

Gaffkya tetragena 

Micrococcus flavus 

Salmonella paratyphi A 

Salmonella typhosa 

Sarcina lutea ATCC 10054 

Shigella sonnei 

Staphylococcus aureus 209P 


Staphylococcus aureus var. Smith 
Streptococcus agalactiae ATCC 1077 
Streptococcus dysgalactiae ATCC 9926 | 


Streptococcus faecalis PCI 1305 
*Streptbcoccus pyogenes 203 


*Streptococcus pyogenes Digonnet 


Strept us pyogenés 2320 
Strept pyog 23586 
Vibrio comma 


Minimum Inhibitory Concentration (MIC) in Micrograms per Milliliter 


SY NCILLIN 


major therapeutic advantages accompany molecular asymmetry 


{ 
i 
| 
L-lsomer D-igome: SYNCGILLIN 
6.25 6.25 = 
0,06 3,06 
303 
: Serial dilution technique in heart infusion broth 10% serum added ia 


ISOMERIC COMPLEMENTARITY 
CONFIRMED IN VIVO 


To determine the median curative dose (CD;)) mice were infected with 100 times the 
lethal dose of Staphylococcus aureus. Each penicillin being tested was administered intra- 
muscularly at the same time, and the dose required to cure half the animals determined. 
The greater effect of the mixture of the two isomers (SYNCILLIN) is shown in two 
independent experiments. (See Figure 1.) Note that isomeric complementarity is thus 


confirmed in vivo. 


Experiment 1 


MANY STRAINS OF STAPHYLOCOCCI 
MORE SENSITIVE TO SYNCILLIN 


SYNCILLIN has been tested against a large number of strains of Staphylococcus aureus 
isolated from clinical sources. Many organisms resistant to potassium penicillin G and 


potassium penicillin V proved sensitive to SYNCILLIN. 


Wright? performed sensitivity studies on 54 strains, the majority of which were resistant 
or moderately resistant to penicillin V and penicillin G. Thirty-two (60% ) of the strains 
were sensitive to SYNCILLIN, approximately twice as many as with the other penicillins. 
(See Figure 2.) In two-thirds of the isolates, SYNCILLIN produced inhibition at concentra- 
tions lower than those required for either of the other antibiotics. One strain was more 


sensitive to penicillin G. 


FIGURE 2 — InVitro Sensitivity of 54 Strains of Coagulase-Positive 
Staphylococcus aureus from Clinical Sources 


8 


3 


Per cent of Strains Susceptible 


Completely Susceptible Moderately Resistant Resistant 
SYNCILLIN Potassium Penicillin V Potassium Penicillin G 


Adapted trom Wright? 
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Phage Type 47/53/75 


Of equal interest are the findings of White. Six penicillin-resistant strains of staphylococci 
were isolated from hospital infections. None was sensitive to potassium penicillin V. All 
were sensitive to SYNCILLIN. (See Figure 3.) 


FIGURE 3 


Minimum Concentrations of SY NCILLIN Required to Inhibit 


Hospital Strains of Staphylococcus aureus Resistant to Potassium Penicillin V 


80/81 47/75 
Strain Number c605 d262 d502 
“Minimum Inhibitory Concentration (MIC) Micrograms per ml. Mim SYNCILLIN Mm Potassium Penicillin V 


D-lsomer 
L-Isomer 
SYNCILLIN 


0 10 MIC soon /mi. ) 3 40 50 


Potassium Penicillin V 
Potassium Penicillin G 


The efficacy of SYNCILLIN against the type 80/81 Staphylococcus (dangerous and wide- 
spread in hospitals) is worthy of special attention. 

The complementary action of the component isomers is also seen with strains of staphylo- 
cocci resistant to penicillins. Note that SYNCILLIN is more effective than either isomer 
against strains 52-34 and WR 188. (See Figure 4.) Against all three strains, SYNCILLIN is 


effective at concentrations below serum levels, while penicillins V and G are ineffective. 


FIGURE 4 


Minimum Inhibitory Concentrations (MIC) for Coagulase-Positive 
Penicillin-Resistant Strains of Staphylococcus aureus 


MIC (meg/ml.) 30 ao * 
-strain n nnd. 52-75 aureus—strain n 188 


Isomeric complementarity has thus been demonstrated for: 

—— certain penicillin-susceptible streptococci, staphylococci 
and corynebacteria in vitro (Table 1) 

—— penicillin-susceptible staphylococci in vivo (Figure 1) 


—— penicillin-resistant staphylococci in vitro (Figure 4) 
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ISOMERIC COMPLEMENTARITY 
SHOWN BY REDUCED RATE OF | 
INACTIVATION BY PENICILLINASE 


Bacterial resistance to penicillin has been attributed to the action of penicillin-inactivating 
enzymes produced by the invading organisms.* As shown in Figure 5, SYNCILLIN is less 
affected by staphylococcal penicillinase than either of its component isomers — a further 


demonstration of isomeric complementarity. Further, SYNCILLIN is shown to be less 
inactivated by this enzyme than penicillin V and penicillin G. 


Resistance to SYNCILLIN develops in a slow, step-wise manner characteristic of other 
penicillins, in contrast to the usually rapid development of resistance to streptomycin. 


FIGURE 5—Effect of Staphylococcal Penicillinase on Different Penicillins 
0 25 50 75 100 
(D-Isomer i 
L-lsomer 
SYNCILLIN 


Potassium Penicillin V 
Potassium Penicillin G 


Per cent inactivation in one hour 


ANTIBIOTIC ACTIVITY DIRECTLY 
PROPORTIONAL TO ORAL DOSAGE 


Cronk® studied blood levels after administering varying amounts of SYNCILLIN. (Figure 
6.) Total antibiotic activity (obtained by measuring areas under curves with a planimeter) 
increases rapidly as the dose is doubled. These cata show that increased dosage markedly 


increases serum concentration and thus may enhance the drug’s effectiveness. 


FIGURE 6 


Serum Levels With Varying Dosage Antibiotic Activity With Varying Dosage 


"Scale units of area under curve of blood levels 
as measured by planimeter. 


Average Serum Concentrations (mcg./m!,) 


Area under Blood Level Curve (Scale Units) 


| 


2 4 125 250 500 750 1000 
HOURS SINGLE ORAL DOSE (mg) 
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BLOOD LEVELS TWICE AS HIGH AS WITH 
POTASSIUM PENICILLIN V AFTER ORAL 
ADMINISTRATION 


FIGURE 7 
20 Subject Crossover 
Wright® performed comparative crossover blood level 250 mg. Single Dose 
studies on volunteer subjects receiving equivalent 4.0 tT T | 
amounts of potassium penicillin V and SYNCILLIN. v4 
The peak concentrations attained during the first 
hour after administration were twice as high with 
SYNCILLIN. 


The total antibiotic activity as measured by the area sad 


under the curves (see Figure 7) indicates an almost 
2 to 1 superiority of SYNCILLIN (1606) over potas- 


SYNCILLIN 


w= Potassium Penicillin V 


sium penicillin V (860). 


The higher blood ievels may be of value with organ- 
isms of only moderate penicillin-sensitivity where 
doubling the blood concentration may be essential 
for effective bactericidal action. In addition these 
higher levels may be necessary where there is infec- 
tion in areas with a poor blood supply.? Under these 
circumstances a higher blood concentration may 1.0 area=/860 
provide the increased diffusion pressure required to 
deliver adequate amounts to the tissue. 


Average Serum Concentrations (mcg./ml.) 


Ha 1 2 6 
HOURS 


FIGURE 8—Serum Levels after Oral 
BL OOD LE VELS Administration of SYNCILLIN (250 mg.) and after 
M U C i aA T G H EB R Intramuscular Injection of Penicillin G 


40 


THAN WITH a 
INTRAMUSCULAR 
PENICILLIN G 


(600,000 units)— 
9 Patients 

= Procaine Penicillin G 

(600,000 units) + 
In addition, blood levels attained with oral sYNCILLIN® 
are much higher than those with intramuscular pen- 
icillin G.82.b (See Figure 8.) Note that the level at 

one hour for SYNCILLIN (3.8 mcg./ml.) is more than 


Potassium Penicillin G 
(400,000 units}— 
twice as high as with procaine penicillin G, even 


14 Patients 


when reinforced with potassium penicillin G (1.6 
mcg./ml.). Since penicillins are bactericidal, these 
intermittent high serum levels can be clinically sig- 


Average Serum Concentrations (meg./ml.) 


nificant. Thus, SYNCILLIN offers the promise of 
superior efficacy via the safer oral route. 


SY NCILLIN 


major therapeutic advantages accompany molecular asymmetry 


} 
M 
| 
— 
‘ | 
| 
7 units)— 
nts 
icillin G 
- 
~ 
¢ 
4 
/ 
l 2 4 
HOURS 
: 


REDUCED HAZARD OF SERIOUS 
ALLERGENICITY BY SAFER ORAL ROUTE 


SYNCILLIN has been administered in multiple doses to 437 patients and volunteers. One 

: patient developed itching during therapy, possibly an allergic side effect. Another had a 
purpuric rash, but no relationship to SYNCILLIN was established. No reactions were 
observed in 9 patients with a known history of sensitivity to penicillin. 


While the above data suggests the possibility of reduced allergenic hazard, no definite 
conclusions may be drawn at this time. The usual precautions for oral penicillin therapy 


should be observed. Patients with histories of asthma, hay fever, urticaria, or previous 
: penicillin-sensitivity should especially be watched carefully. Since SYNCILLIN is admin- 
a istered orally, it may be expected to be safer than parenteral penicillin. 
As Flippin® recently stated, “... it is well established that serious allergy to the drug 
[penicillin] is most likely to occur following parenteral adrninistration, especially after 
repeated intramuscular injections; the oral route is least likely to initiate severe hyper- 
sensitivity reactions. This can be explained partly by the fact that when reactions develop 
following oral medication, they are usually slow enough to treat symptomatically; thus 
the progression of the reaction can usually be interrupted. ... In view of the relatively 


high incidence of severe allergy to injectable penicillin, it would seem advisable to employ 
oral penicillin routinely, except in the control of infections involving the blood stream, 


endocardium, meninges, etc., in which cases the parenteral route remains the preferred 
treatment.” 

SYNCILLIN, like other penicillins, is essentially free of other toxicity. No hematopoietic, 
hepatic, or renal toxicity was observed in 210 volunteers receiving 1 gm. daily for 2 to 3 ! 


weeks.10 


CLINICAL EFFICACY DEMONSTRATED 
IN PENICILLIN-SENSITIVE INFECTIONS 


Clinical trials conducted by Blau and Kanof,'! White,!? Prigot,!* Robinson,!* Dube,15 
Ferguson,!6 Rutenburg,!7 Richardson,!*8 Bunn,!® Cronk,® Kligman,!9 and Yow 2° dem- 
onstrated the efficacy of SYNCILLIN in a variety of streptococcal, staphylococcal, pneumo- 
coccal, and gonococcal infections. Conditions treated included respiratory, skin, soft 
tissue, wound, and chronic urinary tract infections; acute gonorrhea; cellulitis; septicemia; 
otitis media; gingivitis; and Vincent’s angina. In a few patients SYNCILLIN was used for 
rheumatic fever or gonorrheal prophylaxis. 

One hundred seventy-two of one hundred ninety-six patients responded favorably to 
SYNCILLIN. The failures included 1 patient with pustular dermatoses, 10 elderly patients 
with chronic urinary tract infections, 1 patient with gonorrhea, | patient with a gram- 
negative infection, and 10 patients with staphylococcal infections. Lack of response of 
staphylococcal infections was attributed to the presence of resistant organisms or local 


suppurative foci requiring drainage. 
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Relatively few side effects were encountered. One patient experienced moderate itching 
of the skin which was controlled by an antihistamine. Another reported pruritus ani 
which did not interfere with therapy. Diarrhea occurred in 4 instances. There was one 
purpuric rash, but no relationship to SYNCILLIN could be established. 


Clinical response usually begins within 24 hours in infections susceptible to SYNCILLIN. 
Recovery occurs in 4 to 7 days depending upon the severity of the infection. Gonorrheal 


infections respond very promptly to sYNCILLIN; 500 mg. b.i.d. for two days usually 
produce bacteriologic cures. 


IMPROVED ANTIBIOTIC EFFECT FROM 
COMPLEMENTARY ACTION OF ISOMERS 


SYNCILLIN is a mixture of isomers. The L-isomer is 2 to 17 times more active than the 
D-isomer against many of the organisms tested. Furthermore, the D- and L-isomers 
have other distinguishing chemical, pharmacological, and microbiological properties. 
Their in vivo and in vitro activities differ for many important pathogens. Against many 
of the organisms tested, the combination of isomers (SYNCILLIN) is much more active 
than the stronger isomer alone. This phenomenon of isomeric complementarity is not 


always demonstrable, for in a few instances SYNCILLIN is slightly less active. 


Isomeric complementarity has previously been demonstrated in vitro (Figure 4) and 
in vivo (Figure 1). Figure 9 reveals a third form of superiority related to isomeric com- 
plementarity. Equal concentrations of SYNCILLIN and penicillin V were required to inhibit 
this growth of staphylococci in vitro. But, in vivo, a much smaller amount of SYNCILLIN 
(one-third that of penicillin V) was effective in an experimental infection with the same 
strain. These observations on complementary action indicated the advantage of producing 


the mixture of isomers as the medication to be made available for clinical therapy. 


FIGURE 9— of CD, and MIG aureus 


L-somer 
SYNCILLIN 
Potassium Penicilin V 


Isomeric complementarity has thus been demonstrated for: 


—~— certain penicillin-susceptible streptococci, staphylococci 
and corynebacteria in vitro (Table ]) 
—— penicillin-susceptible staphylococci in vivo (Figures 1 and 9) 


—— penicillin-resistant staphylococci in vitro (Figure 4) 


—— staphylococcal penicillinase antibiotic inactivation (Figure 5) 
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Indications: 
SYNCILLIN is recommended in the treatment of infections caused by pneumococci, strep- 


tococci, gonococci, corynebacteria, and penicillin-sensitive staphylococci. In addition, 
SYNCILLIN is effective against certain strains of staphylococci resistant to other penicillins. 


SYNCILLIN, like other oral penicillins, is not recommended at the present time in deep- 
seated or chronic infections, subacute bacterial endocarditis, meningitis, or syphilis. 


Dosage: 
125 mg. or 250 mg. three times daily, depending on the severity of infection. Larger 


doses (e.g., 500 mg. t.i.d.) may be used for more severe infections. SYNCILLIN may be 


administered without regard to meals. 


Beta hemolytic streptococcal infections should be treated with SYNCILLIN for at least 


ten days. 


Precautions: 

While present data suggest the possibility of reduced allergenic hazard, no definite conclu- 
sions may be drawn at this time. Therefore the usual precautions with oral penicillin 
therapy must be observed. Patients with histories of asthma, hay fever, urticaria, or pre- 


vious reactions to penicillin should be watched with special care. 


Diarrhea has been reported occasionally following heavy dosage. If this occurs, the 


interval between dosages should be lengthened. 
If superinfection occurs during therapy, appropriate measures should be taken. 


Since some strains of staphylococci are resistant to SYNCILLIN as well as to other penicillins, 
cultures and sensitivity tests should be performed where indicated by clinical judgment. 
As is true with all antibiotics, clinical response does not always correlate with laboratory 


bacterial sensitivity reports. 


Supply: 
125 and 250 mg. tablets, bottles of 25 and 100. 125 mg. powder for oral solution, 60 ml. vials. 


References; 1. Lein, J.: Microbiology report to Bristol Laboratories Inc. 2. Wright, W. W.: Microbiology report to Bristol Labora- 
tories Inc. 3. White, A. C.: Microbiology report to Bristol Laboratories Inc. 4. Dubos, R. J.: Bacterial and Mycotic Infections of 
Man, 3rd edition, Philadelphia, J. B. Lippincott Co., p. 690. 5. Cronk, G. A.: Clinical report to Bristol Laboratories Inc. 6. Wright, 
W. W.: Clinical report to Bristol Laboratories Inc. 7. Kass, E. H.: Am. J. Med. /8:764 (May) 1955. 8a. White, A. C.; Couch, R. A.; 
Foster, F.; Calloway, J.; Hunter, W., and Knight, V.: in Welch, H. and Marti-Ibafiez, F.: Antibiotics Annual — 1955-1956, Medical 
Encyclopedia, Inc., New York, 1956, p. 490. b. Data on file — at Bristol Laboratories. 9. Flippin, H. F.: Pennsylvania M. J. 62:864 
(June) 1959. 10. Kligman, A.: Clinical report to Bristol Laboratories Inc. 11. Blau, S., and Kanof, N.: Clinical report to Bristol 
Laboratories Inc. 12. White, A. C.: Clinical report to Bristol Laboratories Inc. 13. Prigot, A.: Clinical report to Bristol Laboratories 
+ Inc. 14. Robinson, C.: Clinical report to Bristol Laboratories Inc. 15. Dube, A. H.: Clinical report to Bristol Laboratories Inc. 16. 
: Ferguson, B.: Clinical report to Bristol Laboratories Inc. 17. Rutenburg, A. M.: Clinical report to Bristol Laboratories Inc. 18. Rich- 
ardson, J. H.: Clinical report to Bristol Laboratories Inc. 19. Bunn, P. A.: Clinical report to Bristol Laboratories Inc. 20. Yow, 
E. M.: Clinical report to Bristol Laboratories Inc. 


ie major therapeistic advantages accompany molecular asymmetry 


' 
4 
= 
on 
tiled 
4 
: 
/ 


in disorders 


VISTARIL 


hydroxyzine pamoate 


takes him off 
the tension treadmill 


By restoring tranquility, VIS TARIL 
rapidly helps to relieve functional 
pain and discomfort in many gas- 
trointestinal disorders. Clinicians 
find that patients on VISTARIL more 
willingly accept their condition and 
adhere better to their regimen. 


VISTARIL has an outstanding record 
of safety and is valuable adjunctive 
therapy in home or hospital when 
administered to patients with pep- 
tic ulcer, gastroenteritis,esophageal 
spasm, and nervous dyspepsia. 


A Professional Information Book- 
let is available from the Medical 
Department on request. 

Supply: Capsules—25, 50 and 100 mg.; 
Parenteral Solution—10 cc. vials and 


2 cc. Steraject® Cartridges, each cc. 
containing 25 mg. hydroxyzine HCl. 


Pfizer) Science for the world’s well-being™ 
PFIZER LABORATORIES 


Div., Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 


40 ADVERTISEMENTS 


dependable 
analgesia 
at your fingertips 
in the snap-open ampul 
no filing .no scoring .no sawing 


PIONEER BRAND OF PROCAINE HYDROCHLORIDE with universal acceptance 


Novocain 1%, 2%, 10%, 20% Solutions with or without vasoconstrictors. 
Also available: Multiple Dose Vials with dual purpose caps for withdrawal by needle or pouring. 


LABORATORIES, NEW YORK 18,N.¥. 
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ADVERTISEMENTS 


NEW...to control the pain and 
the pathogen in acute G. U. infection 


Phenylazodiaminopyridine HCl-Sulfamethoxypyridazine Lederle 


COMPLEMENT FOR KYNEX 

Adds fast-acting analgesia of phenylazodiaminopyridine HCI. Relieves burning, urgency and pain-spasm. Eases 
voiding and retention of infected urine. 

... to unexcelled sulfa control of KYNEX. Lower dosage of just 42 Gm. daily... prolonged action without hazard 


of crystalluria... reduced toxic potential... not surpassed by any other sulfa drug, singly or in combination. 
Dosage: Two tablets q.i.d. first day; one tablet q.i.d. thereafter. Each tablet contains: 125 mg. KYNEX in the shell 


with 150 mg. phenylazodiaminopyridine HCI in the core. 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York gaa» 
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brightens life 
for the aged 


NiAMID gives the depressed elderly 
person a new sense of well-being. 
The family will notice a sunnier 
outlook, an alert interest in group 
activities, a renewed awareness of 
personal appearance, and a return 
of appetite. Your patient will be more 
cooperative and less demanding. 


You can expect to see the same ex- 
cellent response to NIAMID in a wide 
variety of depressive syndromes — 
acute or chronic, mild or severe, 
whether associated with long-stand- 
ing or incurable illness, or masquer- 
ading as organic disease. 


NIAMID side effects are infrequent 
and mild, and often lessened or 
eliminated by a reduction in dosage. 
NIAMID has not been reported to 
cause jaundice, and significant 
hypotensive effects have rarely been 
noted. 


DOSAGE: Start with 75 mg. daily in sin- 
gle or divided doses, and adjust accord- 
ing to patient response, NIAMID acts 
slowly, without rapid jarring of physi- 
cal or mental processes. Some patients 
respond to NIAMID within a few days, 
but for full therapeutic benefit, most 
require at least two weeks. NIAMID is 
available as 25 mg. (pink) and 100 mg. 
(orange) scored tablets. 


eady clinically proved in several 
Complete references and a Professional 
Information Booklet giving detaiied in- 
formation on NIAMID are available on 
request from the Medical Department, 


Pfizer Laboratories, Division, Chas. 
Pfizer & Co., Inc., Brooklyn 6, N. ¥. 


NIAMID 

the mood brightener 

in geriatrics 

*Trademark for nialamide 

Pfizer Science for the world’s well-being™ 
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| CLINICAL BRIEFS FOR MODERN PRACTICE 


HOW PREVALENT 


ARE MULTIPLE 


GALLBLADDER 


ANOMALIES? 


One hundred and twenty-two cases 


of vesica fellea divisa (bilobed gall- 
bladder) and vesica fellea duplex 
(double gallbladder with 2 cystic 
ducts) are reported in the literature. 
A unique case of vesica fellea tri- 


_ plex has recently been described. 


Source: Skilboe, B.: Am. J. Clin. Path. 
30:252, 1958. 


ses 


in medical 


management 
postoperative 


care of biliary 
disorders... 


“effective” hydrocholeresis .. 


(dehydrocholic acid, AMES) 


*,..dehydrocholic acid...does con- 
siderably increase the volume out- 
put of a bile of relatively high water 
content and low viscosity. This drug 
is therefore a good ‘flusher,’ and is 


effectively used in treating both the © 


chronic unoperated patient and the 
patient who has a T-tube drainage 
of an infected common bile duct.”! 


free-flowing bile 
plus reliable spasmolysis 


DECHOLIN... 
BELLADONNA 


“ ..DECHOLIN/ Belladonna in a dos- 


age of one tablet t.i.d. for a period 
of two to three months may prove 
helpful in relieving postoperative 
symptoms, aiding the digestion, and 
facilitating elimination.” 


(1) Beckman, H.: Drugs: 
Their Nature, Action and Use, 
del W. B. ders Company, 


AMES 


COMPANY, INC 
Elkhart « Indiono 
Toronto * Canada 


1958, p. 425. 
(2) Biliary Tract Diseases, 
M. Times 85:1081, 1957. 
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ADVERTISEMENTS 


Blood pressure 
before Apresoline-Esidrix: 


| 
mm.Hg 
| 


ADVERTISEMENTS 


Blood pressure 
after Apresoline-Esidrix: 


Added benefits: Lowered dosage require- 
ments, fewer side effects « Improved renal 
blood flow + Relaxed cerebral vascular tone 
¢ Excellent diuresis in decompensated cases 


SUPPLIED: Apresoline-Esidrix Tablets (orange), each containing 25 mg. 
of Apresoline hydrochloride and 15 mg. of Esidrix; bottles of 100. 


3 Response of 56-year-old female patient noted in clinical report to CIBA. 
APRESOLINE® hydrochloride (hydralazine hydrochloride c1za) / EstDRIx® (hydrochlorothiazide c1BA) 


Combination Tablets 


POTENTIATED ANTIHYPERTENSIVE | 


FOR ADVANCING HYPERTENSION 


2/2746 MK 
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46 ADVERTISEMENTS 


THE LATTIMORE-FINK 
LABORATORIES 


Topeka — _ El Dorado 
Kansas 


A. A. Fink, M.D., Pathologist-Director 

D. T. Ferraro, M.D., Pathologist 

J. L. Lattimore, M.D., Pathologist 
Protection Against Loss of Income From Accident and Sickness H. C, Ebendorf, M.T., Serologist 

A. 

L. A. 

W. B. 


as Well as Hospital Expense Benefits for You and Ali Your Keith, B.S., es 


Eligible Dependents. Hull, A.B., Bacteriologist 
Norris, A.B., Chemist 


Aut 
COME FROM Anatomical and Clinical 
PHYSICIANS CASUALTY & HEALTH Pathology 
ASSOCIATIONS A.M.A. Approved School of 


Handsome Professional Appointment 


Containers Furnished Upon Request 


If they need nutritional support... 


they deserve 


GEVRAL 


Vitamin- Mineral Supplement Lederle 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of CRderle) 
AMERICAN CYANAMID COMPANY, Pearl River, New York 
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ere what 


you can expect 
when you prescribe 


Case Profile* 


A 28-year-old married woman, a secre- 
tary in a booking agency, complained of 
severe and consistent pain and cramps 
in the abdomen during her menstrual 
periods. Psychologically, she described 
the first two days as “climbing the walls.” 
Menarche occurred at age 13. She has a 
regular twenty-eight day menstrual 
cycle and a four day menstrual period. 

Trancopal was given in a dose of 100 
mg. four times a day for the first two 
days of the four day period. In addition 
to the relief of the dysmenorrhea she also 
noticed disappearance of a “bloated feel- 
ing” that had previously annoyed her. 
She has now been treated with Trancopal 
for one and one-half years with excellent 
results. Other medication, such as codeine 
or aspirin with codeine, had relieved the 
pain, but the patient had had to stay 
home. Because her father is a physician, 
many commercial preparations had been 
tried prior to Trancopal, but no success 
had been achieved. 


Before taking Trancopal this patient’ 


missed one day of work every month. For 
the past year and a half she has not 
missed a day because of dysmenorrhea. 


for dysmenorrhea 


and premenstrual tension 


: 


for low back pain 


Case Profile* 


A 42-year-old truck driver and mover 
injured his back while moving a piano. 
The pain radiated from the sacral region 
down to the region of the Achilles tendon 
on the right side. X-rays for ruptured 
disc revealed nothing pertinent. The day 
of the injury he was given Trancopal im- 
mediately after the physical examina- 
tion. Although 100 to 200 mg. three times 
a day were prescribed, the patient on his 
own responsibility increased the dosage 
of Trancopal to 400 mg. three times a 
day. This dosage was continued for three 
days and then gradually reduced over a 
ten day period. During this time, the pa- 
tient continued to drive his truck. The 
muscle spasm was completely controlled 
and no apparent side effects were noted. 
For the past six months, the patient 
has continued to take Trancopal 100 to 
200 mg. as needed for muscle spasm, par- 
ticularly during strenuous days. 


*Clinical Reports on file at the Department 
of Medical Research, Winthrop Laboratories. 


Turn page for complete listings of Indications and Dosage. 


| 
| 
| 
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THE FIRST TRUE "TRANQUILAXANT” 


potent MUSCLE RELAXANT 


effective TRANQUILIZER 
¢ In musculoskeletal disorders, effective in 91 per cent of patients.! 
e In anxiety and tension states, effective in 89 per cent of patients.! 
e Low incidence of side effects (2.3 per cent of patients). Blood 
pressure, pulse rate, respiration and digestive processes are 
unaffected by therapeutic dosage. It does not affect 
the hematopoietic system or liver and kidney function. 
e No gastric irritation. Can be taken before meals. 
e No clouding of consciousness, no euphoria or depression. 


Indications 1-6 
Musculoskeletal: Psychogenic: 
Low back pain Fibrositis Anxiety and tension 
(lumbago, etc.) Ankle sprain, tennis states 
Neck pain (torticollis) elbow Dysmenorrhea 
Bursitis Myositis Premenstrual tension 
Rheumatoid arthritis Postoperative muscle Asthma i 
Osteoarthritis spasm Angina pectoris 
Dise syndrome Alcoholism 
° Now available in two strengths: 


J Trancopal Caplets®, 
aed 100 mg. (peach colored, scored) , bottles of 100. 


NEW Trancopal Caplets, 
as STRENGTH ® Gi 200 mg. (green colored, scored), bottles of 100. 


Posage: Adults, 100 or 200 mg. orally three or four times daily. Relief of symptoms occurs 
in from fifteen to thirty minutes and Jasts from four to six hours. 


LABORATORIES 
New York 18, N. Y. 


References: 1, Collective Study, Department of Medical Research, Winthrop Laboratories. 
2. Lichtman, A. L.: New developments in muscle relaxant therapy, Kentucky Acad. Gen. 
Pract. J. 4:28, Oct., 1958. 3. Lichtman, A. L.: Relief of muscle spasm with a new central 
muscle relaxant, chlormezanone (Trancopal), Scientific Exhibit, Meeting of the Inter- 
national College of Surgeons, Miami Beach, Fla., Jan. 4-7, 1959. 4. Ganz, S. E.: Clinical 
evaluation of a new muscle relaxant (chlormethazanone), J. Indiana M. A. 52:1134, 
July, 1959. 5. Mullin, W. G., and Epifano, Leonard: Chlormezanone, a tranquilizing 
agent with potent skeletai muscle relaxant properties, Am. Pract. Digest Treat. 10:1743, 
Oct., 1959. 6. Shanaphy, J. F.: Chlormezanone (Trancopal) in the treatment of dys- 
menorrhea; a preliminary report, Current Therap. Res. 1:59, Oct., 1959. 


Trancopal (brand of chlormezanone) and Caplets, trademarks reg. U.S. Pat. Off. 1408M_ Printed in U.S.A. 
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the disease of many masks 


Doctor, do you recognize this patient? She complains 


of flatulence, constipation with alternating periods 
of diarrhea, and colicky pains in the lower right 
quadrant. At other times she is troubled by anorexia, 
lassitude, dull headache, muscle pains and backache. 
Or she may have only one or two of these symptoms. 


In these puzzling cases, serious consideration should 
be given to intestinal amebiasis—the disease of 
many masks. Clinicians say it is ‘‘one of the most 
widespread and serious protozoan diseases of man,” 
yet ‘“‘there is no parasite more often misdiagnosed 
than is E. histolytica.’”’ Conservative estimates place 


the incidence at 10% of the United States population 
as a whole, and 16% in southern states. 


Now Glarubin, a relatively non-toxic amebicide, 
simplifies the treatment of suspected cases of intes- 


tinal amebiasis. Glarubin, a crystalline glycoside from 
the fruit of Simarouba glauca, is a specific amebicidal 
agent with minimal side effects. It contains no arse- 
nie, bismuth or iodine. 


Glarubin is administered orally in tablet form and 
does not require strict medical supervision or hospit- 


alization. Extensive clinical trials prove it highly 
effective in intestinal amebiasis, and virtually free 


of toxicity. 
Supplied in bottles of 40 tablets, each tablet contain- 


ing 50 mg. of glaucarubin. Write for descriptive 
literature, bibliography, and dosage schedules. 


new Glarubin 


TABLETS 
specific for intestinal amebiasis 


THE S. E. IWNASSENGILL COMPANY 


BRISTOL, TENNESSEE 
NEW YORK + KANSAS CITY + SAN FRANCISCO 


47 


4 
© © 
: 
‘ 
‘y 
q ise 
if. 
ANY? 
H 
ae 
| 


An emotionally balanced patient 
Thanks to your treatment and the help of 
Deprol, her depression is relieved and her anxi- 
ety and tension calmed. She eats well, sleeps 
well, and can return to her normal activities, 


| 
i 
i | a 
| 


! Deprol helps balance the mood 
MF by lifting depression as it 


| | calms related anxiety 


No “‘seesaw”’ effect of amphetamine- 
barbiturates and energizers 


While amphetamines and energizers may stimu- 
late the patient—they often aggravate anxiety and 


tension. And although amphetamine-barbiturate 
combinations may counteract excessive stimu- 


lation—they often deepen depression. 
i In contrast to such “seesaw” effects, Deprol 


lifts depression as it calms anxiety—both at the 
same time. 


Safer choice of medication than 
untested drugs 
’ Deprol does not produce hypotension, liver dam- 


& age, psychotic reactions or changes in sexual 
function. 


CALMS ANXIETY. 
Deprol 


4 BIBLIOGRAPHY: 1. Al der, L.: © of Use 

hydrochloride, J.A.M.A. 166:1019, March 1, 1958, 2. Bateman, J. C. and 
oa Carlton, H. N.: Deprol 3 adjunctive therapy for patients with advanced 
* cancer. Antibiotic Med. & Clin. Therapy. In press, 1959. 3. Bell, J. L., Tauber, 


H,, Santy, A. and Pulito, F.: Treatment of depressive states in office practice, 
Dis. Nerv. System 20:263, June 1959. 4. McClure, C. W., Papas, P. N., 
Speare, G. S., Palmer, E., Slattery, J. J., Konefal, S. H., Henken, B. S., 
Wood, C, A. and Ceresia, G. B.: Treatment of depression—New technics and 
therapy. Am. Pract. & Digest Treat. In press, 1959. 5. Pennington, V. M.: 
Meprobamate-benactyzine (Deprol) in the treatment of chronic brain syndrome, 
Schizophrenia and senility. J. Am. Geriatrics Soc. 7:656, Aug. 1959. 6. Rickels, 
K. and Ewing, J. H.: Deprol in depressive conditions. Dis. Nerv. System 20:364, 
(Section One), Aug. 1959. 1S Ruchwarger, A.: Use of Deproi (meprobamate 

dwith b i ide) in the office treatment of depression. 
M, Ann. District of Columbia 28: 438, Aug. 1959. 8. Settel, E.: Treatment 
of dépression in the elderly with a 
combination. Antibiotic Med. & Clin. Therapy. In press, 1959. 


AMPHETAMINES AMPHETAMINE: 
AND ENERGIZERS BARBITURATE 


® 
A A may stimulate the combinations may 
patient, but often control overstimula- 
increase anxiety and tion but may deepen 
tension. depression. 


DOSAGE: Usual starting dose is 1 tablet q.i.d. When neces- 
sary, this may be gradually increased up to 3 tablets q.i.d. 
COMPOSITION: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 


SUPPLIED: Bottles of 50 light-pink, scored tablets. Write F 
for literature and samples, i] WALLACE LABORATORIES / New Brunswick, N. J. 


C0-154 
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unique refreshment of sparkling CocaCola 


REG US PAT OFF 


SIGN OF GOOD TASTE 


ANNOUNCING 
SPASM & PAIN IN 


NEW , SPRAINS, STRAINS, 
MYOGESIC’ BACK PAINS. 
*MYOGESIC 
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ADVERTISEMENTS 


the advantages of oil suspension 

rapid even coverage on eye, lids, fornices ... 
resists dilution by lacrimation... maintains 
effective antibiotic concentrations 


the effectiveness of ACHROMYCIN 

rapid suppression of common cocci and ba- 
cilli and of susceptible viruses—whether the 
primary infection or a complication of irrita 
tion, trauma, or inflammatory disease... fast 
resolution of swelling, erythema, and lesions 


... excellently tolerated 


in the unique dropper-bottle 

precise measurement of dose... clean... 
minimizes contamination ...4 cc. plastic 
squeeze dropper-bottle; 10 mg. (1%) ACHRO- 
MYCIN Tetracycline HCI per cc. sesame oil 
suspension 


MYCIN 


OPHTHALMIC OIL SUSPENSION 1% 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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Manufacture and Fitting of 
Orthopedic Braces and Surgical 
Appliances is Our Business 


Factory service with graduate fitters and 
certified orthotist with over 60 years of ex- 
perience to serve Doctor and Patient. 


PETRO’S SURGICAL APPLIANCES 
618-20 Quincy Topeka, Kans. Ph. CE-40207 


The Neurological Hospital 


2625 West Paseo, 
KANSAS CITY, MISSOURI 


x * * 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 


WHAT IS THE A.M.E.F.? 


The American Medical Educa- 
tion Foundation is a foundation 
of the A.M.A. for the purpose 
of providing unrestricted and 
unbudgeted funds for the Med- 
ical Schools. 


SINCE MOST MEDICAL 
SCHOOLS ARE TAX SUPPORT- 
ED, WHY IS THIS NECES- 
SARY? 


The money received by the 
medical schools from the AMEF 
has greater flexibility than tax 
dollars which are restricted and 
budgeted as to purpose. AMEF 
funds are used by the Dean to 
booster established programs, 
as a foundation for new proj- 
ects, and as financial incentive 
for top professors. 


WHO ELSE CAN PROVIDE 
THESE FUNDS? 


THE FEDERAL GOVERNMENT 
thru its ever increasing health 
funds. They have funds avail- 
able if we continue compla- 
cency in supporting medical ed- 
ucation. 


HOW CAN I GIVE? 


1. Direct Gifts. 

2. Gifts in memorium for a de- 
ceased fellow practitioner in- 
stead of flowers. 

3. Gifts as a thank you to 
another doctor who has re- 
ferred patients to you or has 
served your family. 


Checks are made payable to A.M.E.F. 


535 North Dearborn 
Chicago 10, Il. 


regimen. 
WITH D-AMPHETAMINE SULFATE LEDERLE 
a 
2 division of CY ANAMID COMPANY: Pearl River, 
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Tetracycline-Triple Sulfa Combination (TETREX®¢ T/S) 
in the Treatment of INFECTION 


It is generally agreed that it is ideal to withhold 
antibiotic and chemotherapeutic drugs until 
after sensitivity tests show which antibacterial 
agent will be most effective. But very often, in 
actual practice, the physician knows that delay 
in starting antibacterial treatment may be detri- 
mental to the welfare of his patient. He must 
then select the therapy to meet the most serious 
and immediate threats to the patient. 


Why Combination Therapy? 


Certain infections do not respond as well to a 
single agent as to a combination. Hemophilus 
influenzae infections, which are frequent in 
children, are a particularly serious threat to 
infants and children up to about 3 or 4 years of 
age since they have not yet built up any appre- 
ciable immunity. Serious complications such as 
influenzal pneumonia, empyema, or meningitis 
may develop, especially in this age group. In 
fact, except for those periods when meningo- 
coccal meningitis is epidemic, H. influenzae is 
the most frequent cause of meningitis.’ This 
- gram-negative organism is highly susceptible 
both to the tetracyclines and to the sulfonamides. 
Even in severe infections, therapeutic failure 
can be virtually eliminated by giving sulfona- 
mides plus tetracycline.’ These two agents 
together constitute the treatment of choice, and 
give better results than either alone.” 

Sulfonamides remain the drugs of choice for 
all meningococcal infections, including menin- 
gitis. They readily penetrate the blood-brain 
barrier and pass into the cerebrospinal fluid in 
good concentrations.* In treating overwhelm- 
ing meningococcal infections, and complicating 
infections of the upper respiratory tract caused 
by other organisms, the addition of tetracycline 
to sulfas can be valuable.* 

In recent years the sulfonamides have again 
been prescribed more and more frequently. In 
certain serious infections, better results can be 
obtained with a combination of antibiotic and 
sulfonamide than with either drug alone (e.g., 
severe pneumococcal pneumonia or pneumo- 
coccal meningitis®). Furthermore, mixed infec- 
tions, to which young children are particularly 
susceptible, often respond only to combination 
therapy such as tetracycline with sulfonamides 
(TETREX T/S). 


Why Triple Sulfas? 


Some sulfonamides, though therapeutically use- 
ful, frequently crystallize and cause renal dam- 


age. Sulfonamide mixtures are designed to 
prevent this effect. It is known that different 
substances can coexist in solution without inter- 


fering with each other’s solubility. In such a 


solution each component behaves as if it alone 
were present. Thus, a much larger total amount 
of sulfonamide can exist in the urine without 
precipitating if a mixture is administered than 
if the same amount of only one compound is 
given. 

Similarly, there is less danger of hypersensi- 
tivity with mixtures. The incidence of sensitiza- 
tion varies directly with the dosage and is 
limited to the particular sulfa given. Simul- 
taneous use of several sulfa compounds, each in 
partial dosage, tends to keep each drug below 
its own sensitization level.’ As with ali sul- 
fonamides, it is advisable to check for possible 
blood dyscrasias, rash, or renal toxicity during 
extended administration. 

TETREX ¢ T/S, by combining only 167 mg. 
each of sulfadiazine, sulfamerazine, and sulfa- 
methazine, practically eliminates serious renal 
damage and sensitization reactions due to sul- 
fonamides while retaining the therapeutic effi- 
cacy of the total dose. 

TETREX € T/S can be administered with con- 
fidence in all severe and mixed infections due 
to tetracycline-sensitive and sulfonamide-sensi- 
tive organisms, including infections of the upper 
respiratory, urinary, and gastrointestinal tracts. 


Ref : 1. Al der, H. E.: The hemophilus group. In: Dubois, 
R. J.: Bacterial and Mycotic Infections of Man. Ed. 3, Philadelphia, 
J. B. Lippincott Co., 1958, p. 470ff. 2. Goodman, L. S., and Gilman, 
A.: The Pharmacological Basis of Therapeutics. Ed. 2, New York, 
The Macmillan Co., 1956, pp. 1322-1323. 3. Beckman, H.: Drugs — 
Their Nature, Action, and Use. Philadelphia, W. B. Saunders Co., 
1958, pp. 527-528. 4. Dingle, J. H.: Meningococcal infections. In: 
Cecil, R. L., and Loeb, R. F.: A Textbook of Medicine. Ed. 9, 
Philadelphia, W. B. Saunders Co., 1955, p. 196ff. 5. Goodman, L. S., 
and Gilman, A.: The Pharmacological Basis of Therapeutics. Ed. 2, 
New York, The Macmillan Co., 1956, p. 1308. 


TETREX®¢T/S 


Antibiotic-triple sulfa combination in a palat- 
able, cherry-flavored syrup. 


Each 5 ml. teaspoonful contains: 


Tetracycline (ammonium polyphos- 
phate buffered equivalent to 


tetracycline HCl activity) ..... 125 mg. 
Sulfadiazine: 
Sulflamerasine 


Sulfamethazine............ 167 mg. 


This suspension may be stored at normal 
room temperature, 


BRISTOL LABORATORIES INC., SYRACUSE, NEW YORK 
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Medical Appliances 


Our medical appliance department does 
expert fitting of: 


Elastic hosiery Dorso-lumbar supports 


Breast prostheses Lumbo-sacral belts 
Maternity brassieres 


Maternity belts 


Cervical braces 
Taylor back braces 
Rib belts Trusses 


Pelvic traction belts 
Fittings by prescription only 
Munns Medical Supply Company 


Topeka, Kansas 


Tenth and Horne Streets Telephone CE 5-5383 


CONTACT YOUR 
INSURER, NOT THE 
CLAIMANT'S ATTORNEY 


| & KANSAS CITY Office: 
R. E. McCurdy, Rep. 
2933 W. 43rd St. 
Tel. Yellowstone 2-8929 
(If no answer, call Logan 1-1498) 


.. they deserve 


GEVRAL 


Vitamin-Mineral Supplement Lederle 
CAPSULES—14 VITAMINS—11 MINERALS 


Each contains: 
a 5,000 U.S.P. Units 
Vitamin 500 U.S.P. Units 
Vitamin Bis with AUTRINIC® 

Intrinsic Factor Concentrate . .1/15U.S.P. 


Thiamine Mononitrate (B:) 


Ca Pantothenate ...... 

Vitamin E (as tocopheryl acetates). ..... 10 1.0. 
I-Lysine Monohydrochloride ........ 25 mg. 
30 mg. 
10 mg. 
157 mg. 
Phosphorus (as CaHPQ,)......... 122 mg. 
Boron (as Na2B,07.10H2.0)......... 0.1 mg. 
1 mg. 
Manganese (as MnQx)........... 1 mg. 
Magnesium (as MgO) .........2.4- 1 mg. 


LEDERLE LABORATORIES, a Division of AMERICAN 
CYANAMID COMPANY, Pearl River, New York 
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P rostheses 


Lower extremity 
amputees fitted 
for optimum 
walking comfort 


ISLE Company 


1121 Grand Avenue 
Kansas City, Mo., BA 1-0206 


Prairie View Hospital 


Newton, Kansas 


Emphasizing a therapeutic milieu and 
psychotherapy. A non-profit psychiatric 
service of the Mennonite Central Com- 
mittee. 


for therapy 
of overweight patients 


d-amphetamine 
depresses appetite and elevates mood 


+ meprobamate 


eases tensions of dieting 
(yet without overstimulation, insomnia 
or barbiturate hangover ) 


BAMADEX 


MEPROBAMATE WITH D-AMPHETAMINE SULFATE LEDERLE 


is a logical combination in appetite control 


Each coated tablet (pink) contains , 400 mg.; d yh ine sulfate, $ mg. 
Dosage: One tablet one-half to one hour before each meal, 


Gu 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


Planning Ahead For 
Your New Clinic 


= 


One of the first decisions in the planning of your new clinic or office building will be 
location. You'll find the trend today is away from downtown congestion to a quiet area 
with a pleasant atmosphere and plenty of room for parking. 


Also important is finding the financing you may need for its construction. Because of 
the importance of experience and reliability in financing, we suggest you consult the 
Mortgage Loan Department of Farmers & Bankers Life. During the past twenty years, 
numerous doctors throughout the state have obtained first mortgage loans from us for 
construction of their new clinic and medical practice buildings. We shall welcome the 


Opportunity to take part in your planning also, 


Mortgage Loan Department 


Farmers & Bankers Life 


INSURANCE COMPANY ¢ HOME OFFICE,WICHITA 
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a 
logical 
combination 
for 
appetite suppression 


meprobamate plus d-amphetamine 


... Suppresses appetite... elevates mood 
... reduces tension ... without insomnia, 


overstimulation, or barbiturate hangover. 


h sulfote, 5 mg. 


Eoch coated tablet (pink) contains: b 400 mg.; ¢ 
Dosage: One tablet one-half to one hour before each meal. 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


CLASSIFIED ADVERTISEMENTS 
ASSOCIATE WANTED by G.P. in a prosperous Central 


Kansas town of 3,000 with a beautiful hospital. Opportunity 
unlimited, no strings attached. Write the JourRNAL 1-1059. 

WANTED-—Internist to join old established group in_town 
of 10,000 population in West Texas. Need not be Board 
certified but with adequate residency training. Write the 
JournaL 2-1059. 

WANTED—Surgeon to join old established group in town 
of 10,000 population in West Texas. Need not be Board cer- 
tified b but with adequate residency training. Write the JouRNAL 


OFFICE EQUIPMENT for sale. one sterilizer, one medi- 
cine cabinet, one standard scales, a Sanborn Visette elec- 
trocardiograph machine, and a centrifuge. Machines belonged 


to a deceased physician. Write the JouRNAL 4-1059. 

FOR __SALE—2 Tube 100 Milliampere 100 P.K.V. Diag- 
nostic X-Ray Machine with Fluoroscopic Zoma, Separate 
Tube Head. Hand Tilt Modern Table with Bucky. Also 
Dark Room Equipment. One Microtherm-microwave _ Dia- 
thermy Modern Therapy made by Raytheon. Write the Jour- 
NAL 5-1059, 

Doctor, age 29, returning from term of service in Indonesia 
desires locum tenens beginning about August 1, 1960. Kansas 
License. 1956 graduate of Kansas University. Also interested 
in association with a surgeon for a year. Write the JOURNAL 
-1159. 


Well equipped-well staffed hospital is in need of a good gen- 
eral practitioner. Possibility of association with an established 
physician and still maintain independence. Write the JouRNAL 
2-1159. 

FOR SALE—One Tower Company Femur set and One Hu- 
merus set, All new instruments, a complete list of items will 
be sent on request. Write the Journar 3-1159. 

_ FOR SALE—Physicians equipment and furniture located 
in a university community. Good location, reasonable rent, 
Apothecary next door, excellent opportunity for a young man 
. over well established practice. Write the JouRNAL 

WANTED—General Practitioner to take over practice of 
retiring Physician and Surgeon modern town, Eastern 
Kansas. Hospital, Schools, Churches, Write the JouRNAL 


2-1259 


THE nECESSARY EQUIPMENT 


FLOWMETERS, CATHETERS, MASKS, CANNULAS— INCLUDING, nies 


ito visit the Oxygen 


Plant at the extreme east end of Carey Boulevard, 8 to 5 
Monday through Friday; ‘other times by appointment. 


4 
| 
REGULAR TRUCK DELIVERY SERVICE THROUGHOUT KANSAS ~~ 
KANSAS OXYGEN, INCORPORATED 
©. BOX 551 HUTCHINSON, KANSAS PHONE MOHAWK 
0 N H 0 U § | 
@ 
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ANNUAL CLINICAL CONFERENCE 


CHICAGO MEDICAL SOCIETY F 
March 1, 2, 3 and 4, 1960 i 
Palmer House, Chicago 


Daily Half-Hour Lectures by Outstanding Teachers and Speakers on subjects of interest 
to both general practitioner and specialist. 


Panels cn Timely Topics Teaching Demonstrations 


Medical Color Telecasts Instructional Courses 


Scientific Exhibits worthy of real study and helpful and time-saving Technical Exhibits 


The Chicago Medical Society Annual Clinical Conference should be a MUST 
on the calendar of every physician. Plan now to attend and make your reserva- 
tion at the Palmer House. 


Both CENTRAL 


Central Antitussive Effect — mild, dependable 

Dihydrocodeinone bitartrate .................. 1.33 mg. 

Potassium gualacol sulfonate Mg 

Ammonium chloride 70.0 mg. 

Menthol 


Chioroform 
Alcohol 


Bottles of 16 fi. 02. 


Reo-Sy (rans of ; 
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Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 
Artificial Limbs 


Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 
Made to Order in 
Our Own Factory 


Surgical 
Corsets 


P. W. HANICKE MFG. CO. 
1009 McGee St. Vi 2-4750 
KANSAS CITY, MO. 


logical 

prescription 

for 

overweight patients 


meprobamate plus d-amphetamine 


appetite... elevates mood ... eases 
of dieting ... without overstimulation, 
insomnia, or barbiturate hangover. a 


anorectic-ataractic 


MEPROBAMATE WITH D-AMPHETAMINE SULFATE LEDEALE 


cooted tablet {pink} conteiss 400 d-amph witote, 5 mg. 


LEDERLE LABORATORIES 
A Division of AMERICAN hese COMPANY, Pearl River, N. 
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@ ‘Deaner’ may be prescribed with little or no 
concern over side effects even in the presence 
of liver disease, diabetes, cardiovascular 
disease, and a long list of other chronic 
conditions, except grand mal epilepsy (only: 
contraindication). 


® ‘Deaner’ 2s not a monoamine oxidase inhibitor; 
hence it is not necessary to monitor its 
administration with repeated, expensive 
laboratory tests. 


© This notable freedom from side effects endows 
Deaner’s long-term administration with 
easier patient supervision, better patient 
cooperation, and greater safety. 


® Dosage is simple—initially, 50 mg. (2 tablets) 
daily in the morning. Gradually, apathy 
and defeat are transformed into affability and 
renewed interest and vigor. 


Write for Wetails and the applicability of 
Deaner' in behavior problems of children 


| pression with 
| @istinetively WELL-TOLERATED 
j 


“This should 
lift your spirits 
and make you 


feel better.” 


The menopausal patient in need of psychic support... the post- 
partum patient suffering the ‘baby blues” . .. the convalescent 
patient worried about her future health . . . these and many other 
patients will often benefit from the antidepressant, mood-lifting 


effect of 
R 
D o l° Tablets + Elixir 
e x am y Spansule® brand of sustained release capsules 
brand of dextro amphetamine plus amobarb‘tal 


When the depressed patient is particularly listless and lethargic, she 
will often benefit from the gentle stimulating effect of 


Dexedrine* Tablets - Elixir « Spansule® capsules 


brand of dextro amphetamine 


() Smith Kline & French Laboratories 
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